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frequently found to occur in cases where the 
acute disease seems to have been cured. 


It 


THE TREATMENT OF CHRONIC POSTE- 
RIOR URETHRITIS CAUSING IN- 
TERMITTENT GLEET. 


By H. M. CurisTIANn, M.D., 


Adjunct Professor Genito-Urinary Diseases, Philadelphia 
Polyclinic; Chief Surgeon Genito-Urinary Dispen- 
sary, University of Pennsylvania. 


By the term intermittent gleet is meant a 
urethral discharge, recurring at repeated in- 
tervals, very often without apparent exciting 
cause. The condition is a very common and 
troublesome sequel of acute gonorrhea, being 


depends primarily for its cause upon tne 
presence in the urethra of one or more sharply 
defined areas of “intense congestion, excoria- 
tion, granulations, and epithelial thickenings” 
(White and Martin). 

In the treatment of this most troublesome 
affection the first essential requisite is that 
the physician should be able to definitely 
determine whether the seat of the disease is 
located in the anterior or posterior urethra. 

The writer recalls the fact that up to a 
comparatively recent period all cases of gleet 
were considered to be dependent upon le- 
sions in the anterior urethra, generally stric- 
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tures, so called, of large caliber, no regard 
whatever being paid to the posterior urethra. 
At the present day, however, genito-urinary 
surgeons are convinced of the fact that fully 
one-half, if not more, of all cases of inter- 
mittent gleety discharge depend upon the 
presence of chronic granular patches located 
in the deep urethra. In thirty-one cases of 
chronic urethral discharge, Finger found the 
posterior urethra affected in fourteen. White 
and Martin state that the seat of predilection 
for chronic urethritis is the posterior urethra. 
My own experience would go to confirm this 
last statement, as I found in sixty cases of 
gleet treated during the past year that the 
posterior urethra was the part affected in 
forty-four. 

In determining whether a given case of 
gleet depends upon the presence of a chronic 
posterior urethritis, we should be guided by 
two things: first, the clinical history of the 
case, and second, the examination of the 
urine. As regards the clinical history, re- 
peated recurrence of urethral discharge, not 
due to fresh infection, associated with in- 
creased frequency of urination, is presumptive 
evidence of trouble in the deep urethra. Tur- 
bid urine containing clap shreds passed by 
the patient after irrigation of the anterior 
urethra is of course absolute evidence of 
chronic posterior urethritis. 

The successful treatment of this affection 
proves, too often indeed, to be a most trouble- 
some problem, and extremely trying to the 
patience both of the surgeon in charge and 
the unfortunate victim of the disease. At the 
outset it must be borne in mind that there is 
no routine line of treatment for the cure of all 
cases. He who relies for success in the treat- 
ment of this disease upon the passage of a 
sound alone, or upon the marvelous efficacy 
of some potent clap injection, will surely fail. 
In few conditions is it more necessary for the 
physician to be a man of infinite resources. 
The treatment proper for chronic posterior 
urethritis should be both general and local. 
As regards general treatment, several impor- 
tant points must be looked after. Very many 
of these patients are rheumatic or lithemic. 
These conditions, if found, must of course be 
treated by the internal administration of 
suitable remedies and by regulation of the 
diet. Again, a large number of these patients 
are neurotic, pass urine filled with oxalates 
accompanied with excessive precipitation of 
phosphates, improperly called phosphaturia. 
For this condition I have found the follow- 
ing prescription very valuable: 
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B Strychnine sulph., gr. ss; 

Acid. phosphor. dil., f 3 j; 

Ext. erythroxylon coce fl., q. s. £ 3 iij. 
M. Sig.: 3jt. i. d. after meals. 


If, as so often occurs, these patients show 
signs of sexual neurasthenia, a general line 
of treatment for the purpose of toning up 
the nervous system is indicated. This should 
include outdoor exercise and gymnastics, and 
the internal administration of cod - liver oil, 
arsenic, and iron. The writer would call par- 
ticular attention to the use of the freshly 
prepared undiluted nitro-muriatic acid, which 
he has so often found of great service. The 
formula used constantly by him is as follows: 

B Acid nitro-muriatic (U. S. P.), £3 iss; 

Tr. nucis vomic., f 3 ss; 
Elix. cinchone, q. s. f 3 viij. 

M. Sig.: 3 ss in water after meals. 


The local treatment is of course the more 
important element in the management of 
cases of chronic posterior urethritis. It em- 
braces irrigation of the deep urethra; the 
passage of sounds; deep instillations; mas- 
sage of prostate gland; the use of the 
psychrophore; and lastly, the application of 
medicated ointments to the mucous mem- 
brane of the deep urethra. I have placed 
these various modes of treatment in the 
order in which they will prove of the greatest 
utility to the general practitioner. 

Total Irrigation of the Urethra.—This is 
the first line of treatment to be carried out 
in all cases, its employment being impera- 
tively demanded to insure success. The use. 
of ordinary hand injections for the cure of 
recurrent gleet dependent upon chronic pos- 
terior urethritis is absolutely valueless, for 
the simple reason that the seat of trouble, 
being in the deep urethra, and consequently 
behind the “cut-off” muscle, cannot be 
reached by such methods. In total irriga- 
tion of the urethra, however, this resistance 
of the compressor urethre muscle is over- 
come; the medicated solution being thrown 
into the bladder acts directly upon the deep 
urethra as it passes in, and again upon being 
voided by the patient. Two methods of 
using total irrigation can be employed: 

First, meatus irrigation. Here we depend 
upon overcoming the resistance of the cut- 
off muscle, by hydrostatic pressure. For this 
purpose is needed a fountain syringe fitted 
with a glass or hard-rubber conical nozzle 
such as is generally found attached to the 
nasal douche. To irrigate the deep urethra 
with this simple apparatus requires that the 
reservoir containing the irrigating fluid should 























be suspended at a height of seven feet from 
the floor. Next the patient should assume a 
semi-recumbent position in a chair, the legs 
fully extended and widely separated (a steamer 
chair is admirably adapted for this purpose); 
the nozzle of the syringe is held firmly in the 
meatus and the fluid is allowed to s/ow/y enter 
and distend the anterior urethra. In most 
cases the time necessary to overcome the re- 
sistance of the “cut-off” muscle is from one- 
half a minute to two minutes. The bladder 
should be filled at each irrigation, the patient 
passing the solution after treatment. 

This is the method of applying total irri- 
gation to the urethra that is most largely 
used by genito-urinary surgeons at the pres- 
ent day. It is a form of treatment that is by 
no means easy to carry out always. Asa 
matter of fact, in some few cases it is next to 
impossible to overcome the resistance offered 
by the compressor urethre muscle. Where 
such is the case, or where meatus irrigation 
is a very painful procedure, it is perfectly 
proper to use the soft catheter, carrying it 
down into the posterior urethra and allowing 
the irrigating fluid to pass through the cathe- 
ter into the deep urethra and bladder. 

In the writer’s experience the drugs that 
have been most valuable in irrigation for 
chronic posterior urethritis are nitrate of 
silver and sulphate of copper; of these the 
silver salt is by far the more useful. 

In every case of recurrent gleet where the 
two-glass test shows the seat of disease to be 
located in the deep urethra, the first routine 
treatment to be employed should be irriga- 
tion of the posterior urethra with a solution 
of nitrate of silver, beginning with the strength 
of 1:6000, Where it is practicable this treat- 
ment should be carried out daily for ten 
days, increasing the strength of the solution 
every three or four days—é.¢., first three days, 
1:6000; then for three days, 1: 4000; finally, 
1:2000. Where it is impossible in private 
practise to use daily irrigations—and this 
will generally be found to be the case— 
treatment should be carried out twice a 
week, increasing the strength of the solution 
every week. 

The writer has dwelt at some length upon 
this subject of total irrigation in the treat- 
ment of chronic inflammation of the posterior 
urethra, for the reason that he is thoroughly 
convinced, as a result of rather extensive 
experience, that it is the most important 
feature in the successful management of 
these most troublesome cases. The simplicity 
of the technique, the ease with which it can 
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be carried out, and above all the fact that as 
a routine treatment it is applicable to all 
cases and can never do harm—which is more 
than can be said for some modes of treat- 
ment—all contribute in the writer’s mind to 
make irrigation of the first importance in the 
handling of these cases. 

Second only to irrigation is the proper use 
of the steel sound. This instrument should 
never be used where there is a distinctly 
purulent discharge with cloudy urine. Finger 
lays great stress upon this point, which the 
writer has also found to be a most important 
one. Where irrigation has been practised 
for a week or ten days, and there is simply a 
scanty mucoid discharge at the meatus, the 
urine clear but filled with elap shreds, the 
sound passed every four days will prove to be 
a most valuable adjunct in the treatment. 

Under these circumstances our custom is 
to begin with a 24 F. sound, following its 
withdrawal by total irrigation of nitrate of 
silver 1:4000, At subsequent visits the size 
of the sound is increased up to 28 or 30 F., 
each passage of the sound being followed by 
a total irrigation of silver, increasing grad- 
ually in strength from 1: 4000 to 1£: 2000. 

By this combined method of treatment a 
cure can be confidently expected in the ma- 
jority of cases in from eight to twelve weeks. 
There will of course arise plenty of instances 
where its employment does not seem to be 
followed by any apparent results for the 
better. Here the use of the deep urethral 
instillator will often prove of great value. 
After passage of the sound, the deep urethral 
syringe holding about ten drops of silver or 
copper solution is introduced into the urethra 
and the solution is deposited in the prostatic 
portion, behind the compressor muscle. The 
strength of the first solution so employed 
should be one-per-cent. At the end of four 
or five weeks’ treatment, as high as five-, 
eight- or ten-per-cent. solutions may be used. 

Deep urethral injections must be at once 
discontinued if they are followed by violent 
reaction—/.e., increased urethral discharge 
and continued vesical tenesmus. 

In undertaking the treatment of chronic 
posterior urethritis, rectal examination should 
be a matter of routine practise in all cases. 
In many instances such examination will 
demonstrate that in addition to the lesions 
in the posterior urethra there are present 
also catarrhal prostatitis and chronic seminal 
vesiculitis. The prostate will be found to be 
larger than normal, soft and tender; more- 
over, the finger carried above the prostate 
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will often detect on either side an oblong, 
thickened, tender mass, which constitutes an 
inflamed seminal vesicle. Where these con- 
ditions are present massage of the prostate 
and seminal vesicles every five or six days 
forms an essential part of the treatment. 
Indeed, very many cases can never be cured 
permanently without this maneuver being 
practised. Massage should always be fol- 
lowed by total irrigation of silver. 

The psychrophore, an instrument which 
has been advised in the treatment of chronic 
posterior urethritis, seems to the writer to be 
of little value in cases where persistent gleety 
discharge constitutes the prominent symp- 
tom. It is chiefly serviceable in those con- 
ditions of atonic impotence and sexual 
neurasthenia so often resulting from chronic 
inflammation in the deep urethra. 

As regards the use of the urethroscope, 
medicated bougies and the introduction of 
powders and ointments into the deep urethra 
for the cure of this affection, but little of any 
value can be said. While all these methods 
have adistinct place in the treatment of chronic 
anterior urethritis, they can hardly be said to 
have been of any great service when applied 
behind the compressor urethre muscle. As 
far as the urethroscope is concerned, it 
should be kept out of the deep urethra alto- 
gether. I cannot help but feel that there 
ought to be a future for the soluble medi- 
cated bougie in the treatment of these cases, 
but so far my experience with them has been 
very limited and very unsatisfactory. 

In concluding, the following line of local 
treatment is strongly advised as being ap- 
plicable in all cases of chronic posterior 
urethritis: For ten days or two weeks total 
irrigation of the urethra with silver solutions— 
1: 6000 during first week, 1: 4000 in the second 
week. If practicable, these irrigations should 
be employed daily; where this cannot be 
accomplished, one treatment every four days 
will answer. In the third week pass a sound 
every four days, and follow by an irrigation 
of silver 1:2000, Continue the regular pas- 
sage of sounds, increasing in size up to 28 or 
30 F., every four days, for a period of from 
three to four weeks. 

Irrigate the urethra after each introduction 
of the sound. Where prostate is involved, 
supplement the above treatment by stripping 
of the gland per rectum once a week. This 
is most essential to success. 

Under such a course of treatment one can 
confidently expect a cure in almost all cases 
in. from six to ten weeks. One important 


point should always be borne in mind, viz., 
where the symptoms are increased and the 
local condition made worse by treatment it 
must be at once suspended for atime. Par- 
ticular attention is called to this matter by 
White and Martin in Genito- Urinary and 
Venereal Diseases, page 141, where it is 
stated that “if after two months’ treatment 
there is no marked improvement, and _par- 
ticularly if coincidently with active treat- 
ment the patient becomes worse, all applica- 
tions and medication directed to the urethra 
should cease.” 


EXCISION OF THE THYROID GLAND. 





By THOMAS C. DETWILER, M.D., 
Lancaster, Pennsylvania. 





The thyroid belongs to the class of duct- 
less glands. In health it weighs from one to 
two ounces and is of a brownish-red color. 
It is a bilateral gland connected in the 
median line of the neck by a narrow isthmus. 
In front it is covered by skin, the platysma 
and superficial fascia, the sternohyoid, ster- 
nothyroid and omohyoid muscles. Its lateral 
surfaces are in contact with the carotid artery 
and jugular vein on the outside, and inside 
with the trachea, larynx, and esophagus. Its 
blood-supply is very large. The superior 
thyroid arises from the common carotid, 
and the inferior thyroid arises from the 
innominate. Sometimes there is a median 
branch. The veins are very large, thin- 
walled, and form a plexus on the surface 
of the gland, and they form very many 
anastomoses. 

As the scope of this article is too limited 
to refer to the various pathological conditions 
of the gland, I will immediately proceed to the 
indications for operation as given by Jacob- 
son. Briefly epitomized they are as follows: 

1. The failure of previous treatment. 

2. Dyspnea sufficiently constant to prevent 
the patient from following an active employ- 
ment, or inability to bend the neck in seden- 
tary employment. 

3. The existence of tracheal stridor or ex- 
tension of the bronchocele downward. 

4. Attacks of sudden suffocation—dyspnea. 

5. Difficulty of deglutition. 

6. Steady .or rapid enlargement with or 
without dyspnea, with threatened growth 
downwards and a tendency to become sub- 
sternal. 

7. To improve the personal appearance. 

It is. needless, after what has been said 
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about the anatomical position of this gland, 
situated in the most dangerous part of the 
neck, surrounded by the most vital tissues, to 
point out that the operation should riever be 
undertaken lightly, and when undertaken 
at all, only by a surgeon who has the ut- 
most confidence in himself and is fully pre- 
pared to meet all emergencies. MacCormac 
once said the most difficult operation he had 
ever undertaken was the removal of a large 
bronchocele. The operation lasted over two 
hours and over one hundred ligatures were 
used. Still I feel assured that in the future 
many more thyroids will be removed than in 
the past, and the common sight of persons 
disfigured by an ungainly goitre will become 
exceedingly rare. Why wait for a growth to 
become a great disfigurement and a menace 
to life, when in proper hands an early opera- 
tion will be practically without danger? Not 
wishing to seem radical, still I think all 
goitres in young persons, after proper treat- 
ment for six months or a year, that do not 
show a mark of decrease, or if there is any 
tendency to growth, should be removed. 

The contraindications are: 

1. High bronchoceles, especially if they are 
broadly fixed. 

2. Calcified bronchoceles. 

3. Those occurring in persons with ill- 
formed limbs. 

4. Those that are substernal. 

5. Those occurring in persons over fifty 
years of age. 

6. Those occurring in persons with very 
feeble hearts —a very frequent occurrence 
in those suffering with bronchocele. 

The dangers of the operation are: 

1. Hemorrhage, which though great can 
usually be overcome by care. The danger 
from hemorrhage is not from the arteries but 
from the veins, which are unusually large and 
thin-walled, and in severe cases form a per- 
fect network over the surface of the gland. 

2, Injury to the recurrent laryngeal nerve, 
an accident that has happened a number of 
times. This danger gives every operator a 
great deal of anxiety until the fact has been 
ascertained that it has escaped injury. 

3. Septic cellulitis. This most grave and 
fatal complication can now be almost entirely 
eliminated by careful attention to every asep- 
tic detail. 

4. Myxedema. This complication can be 
avoided by leaving a part of the gland and 
isthmus behind, as we are able to do in al- 
most all cases; but if such should be impos- 
sible, I can see no reason why we should not 


have as perfect control over this disease arti- 
ficially induced as we have by the use of 
thyroid extract in idiopathic cases in general 
practise. 

The Operation.—Place the patient on his 
back with a sand-bag or hard support under 
his neck, and the shoulders well raised. The 
chin should be kept in a line with the sternal 
notch. The anesthetist stands at the head 
of the table. Chloroform should be used, as 
ether causes too much engorgement of the 
veins of the head and neck. 

A free incision should be made—an in- 
cision that will freely uncover the lobe. 
Kocher makes a Y-shaped incision, but gen- 
erally this will not be necessary. A straight 
one or one slightly curved will usually 
answer, and the resulting scar will be almost 
hidden by the fold of the sternomastoid—a 
matter of no small moment with women pa- 
tients. The skin, platysma and fascia are 
now divided. The veins that are met with 
are secured between double ligatures and 
cut; the muscles on the surface of the gland 
are ligated and divided. They are often 
very thin from being stretched over the en- 
larged lobe. If necessary the sternomastoid 
may be cut, but it can generally be separated 
and pressed to one side with the carotid 
artery and the jugular vein. In dissecting 
out the lobe use an Allis blunt dissector or 
a periosteal elevator. In employing these 
instruments absolutely no violence must be 
used, but the utmost gentleness. A blunt- 
pointed pair of scissors curved on the flat 
will be found very useful. Use the knife as 
sparingly as possible; the handle will be 
much more useful than the blade. Cut no 
tissue until it has been thoroughly examined— 
a vein on the stretch can easily be overlooked 
and cut. The amount of hemorrhage from 
even a small vein is truly surprising. Itisa 
good plan to frequently raise the head so that 
the veins can fill and become easily visible. 
The veins form a plexus over the lobe and 
each must be secured between double liga- 
tures and cut. Hemostats cannot be trusted 
as in most cases the vein walls are too thin 
to hold. Step by step the front of the gland 
is cleared. The next step is to clear the 
lateral margins and ligate the arteries. The 
superior thyroid is much the easiest to secure, 
entering the gland from the top. Secure it 
between double ligatures, and cut, using an 
aneurism needle if necessary. The next step 
varies according to the operator, Treves 
going down and tying the inferior thyroid 
and the median if it exists. Jacobson urges 
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attacking the isthmus, which is probably the 
better plan. A steel director is passed be- 
tween the isthmus and the trachea, and it is 
either ligated as a whole or cut, and the 
bleeding points ligated as found. The hem- 
orrhage in either case, with care, is trifling. 
It will be found a good plan when ligating 
the isthmus to leave as much healthy gland 
tissue as possible encroaching on the tumor 
as far as the healthy tissue will admit. By 
doing this, if it is necessary to remove both 
lobes there will still be left the isthmus and 
a little healthy gland tissue on each side, and 
so the danger of myxedema will be avoided. 
The gland is now turned from side to side, 
lifting it from its bed slowly, proceeding 
downward. Make as little traction on the 
trachea as possible in freeing the internal 
lateral surfaces, as it is apt to cause intense 
dyspnea. The attachment between the lobe 
and trachea is often very firm and requires 
the use of knife or scissors frequently. Ligate 
each bleeding point as it appears until the 
lower limit of the growth is reached, when 
the most dangerous and difficult part of the 
whole operation is before us, namely, ligating 
the inferior thyroid and endeavoring not to 
injure the recurrent laryngeal nerve. Baum- 
gartner and Crédé recommend ligating the 
branches of this artery as it enters the under 
part of the gland, as by so doing one is as 
far as possible away from the nerve. Mac- 
Cormac also thinks well of this plan. 

The gland being removed, and all bleed- 
ing stopped, close the wound with silkworm- 
gut sutures. Lightly pack the lower part of 
wound with sterile gauze for drainage. After 
applying the dressings the best way to retain 
them in position is by a bandage from the 
axilla below to the chin and head above, 
firmly stitching it to keep it in place. In 
case there is enlargement of both sides the 
surgeon is not justified in immediately re- 
moving the other side, but should wait for 
two or three months to see what effect the 
work already done will have on the remain- 
ing lobe. I have no theory to offer or ex- 
planation to give as to the why or wherefore, 
but the fact remains that when one lobe is 
removed the other frequently atrophies. This 
is well illustrated in the following case: 

M. P., aged twenty-two years, of healthy 
parents; one brother and seven sisters, and 
all healthy. There is no family history of 
goitre. When ten years old first noticed 
growth in neck. It grew slowly but steadily. 


Did not respond to any treatment. When he 
was first seen he had a brassy tone of voice, 
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husky, brazen cough, and had had three at- 
tacks of suffocative dyspnea, one that almost 
proved fatal. Had coughing attacks that 
compelled him to rush into the open air to 
try to obtain relief. Had great difficulty in 
bending his head in order to follow his trade, 
that of a cork-cutter. His neck measured 
17% inches in circumference, which he could 
increase to 24 inches by straining. Both sides 
were about equally enlarged. The growth 
was soft and elastic, with ill-defined borders, 
extending from the angle of the jaw to the 
sternum. 

On August 24, 1897, assisted by Dr. Theo- 
dore B. Appel, Dr. J. H. Musser giving chlo- 
roform, he was operated on. A goitre six 
inches in length by eight inches in circum- 
ference was removed from the left side of his 
neck. The fact that he could distend his neck 
from 17% inches to 24 inches indicates the 
condition of the vein walls. Some of them 
seemed as thin as tissue-paper. It was abso- 
lutely impossible to use a hemostat, but each 
vein had to be ligated, using very great care 
not to tie too tightly as the catgut would cut 
through. The hemorrhage from a broken 
vein was very great, but we succeeded in 
removing the whole lobe with the exception 
of some healthy tissue, which was left with 
the isthmus. In the near future we intended 
to remove the right side, which was fully as 
large as the left. 

The wound was closed with silkworm-gut 
sutures; iodoform gauze was lightly packed 
in lower part of wound for drainage. About 
two hours after operation I was hastily called 
to the hospital and found there had been a 
most profuse hemorrhage. Quickly cutting 
all stitches I opened the whole wound, turned 
out a large blood-clot, and found the ligature 
had slipped from the medium thyroid artery. 
It was easily picked up and again ligated. 
The wound was hastily closed, an intra- 
venous injection of a pint of normal salt 
solution was done, and from a pint to a 
quart of the same placed beneath skin of 
breast and back. It was quickly absorbed. 
The patient rallied nicely and was discharged 
from the hospital in two weeks with the 
wound perfectly healed, save the lower angle 
where the drainage had been. 

Within two weeks after leaving the hos- 
pital the decrease in the other lobe was 
readily perceptible, and within three months 
the growth had almost entirely disappeared. 
For a few months he was unable to speak in 
a loud tone of voice, but now he has fully 
regained his former volume of speech. 
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Much has been written—both in text-book 
and journal—in regard to anesthesia and 
anesthetics. Though the writer does not 
purport to set forth new theories, he will 
endeavor to call attention to a few practical 
facts, and make a further plea for the more 
general employment of chloroform and ethyl 
bromide. 

The advancement and progression of this 
department of surgery presents for our con- 
sideration practically three drugs, and one 
gas, in order of their safety as follows: 
nitrous oxide, ether, chloroform, and ethyl 
bromide. The latter three are in liquid form, 
and have been used mostly alone; but solu- 
tions of these together, and with other drugs 
added, have been used from time to time, and 
still are in some localities very popular. The 
combinations of these various drugs have been 
erroneously called mixtures, for they are true 
solutions. 

The various solutions of chloroform with 
ether, etc., are used with the idea of escap- 
ing the dangers of chloroform when used 
alone. They first received encouragement and 
recognition from the report of the chloroform 
committee of the London Medico-Chirurgi- 
cal Society about 1862, who declared their 
superiority in point of safety. 

No drug has yet been used for producing 
anesthesia that has not caused death. 

Without doubt the success of securing an 
anesthetic with the least danger consists in 
adapting the boiling point of the narcotic to 
the temperature of the body. Many experi- 
ments based upon this theory have been 
made, the latest of note being those of 
Schleich. He has prepared three formule, 
the one designated as No 3 being advocated 
for general use. It consists of chloroform 30 
Cc., petroleum ether 15 Cc., sulphuric ether 
80 Cc. Dr. Willy Meyer recently read a paper 
before the Medical Society of the County of 
New York advocating its use. The Esmarch 
inhaler was used for the administration. 

Dr. Meyer summed up by stating: (1) 
During the induction of anesthesia there was 
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no salivation, and rarely any accumulation of 
mucus in the trachea, and no cyanosis. (2) 
That during the stage of anesthesia rarely 
was there noticed any accumulation of mucus 
in the trachea, and no cyanosis. (3) The pa- 
tient awakened more rapidly than from ether 
or chloroform narcosis alone. One drawback 
is the chlorine odor. 

Ether, though recognized by the profession 
universally as the least dangerous liquid anes- 
thetic, has its objections, and in some locali- 
ties, viz., the Southern and Western States, 
is almost entirely supplanted by chloroform, 
or the A. C. E. mixture. 

Statistics have been published from time 
to time to show the relative dangers of one 
anesthetic to another. These are imperfect 
at best, because there is no contradicting the 
fact that unreported deaths have occurred, 
for surgeons do not rush to record their mis- 
haps and fatalities. Gurlt* of Berlin gives a 
series of 51,846 cases for the year 1893: 
32,723 were chloroform administrations, 
11,617 of ether, 3896 with ether and chlo- 
roform, 750 with Billroth’s mixture (A.C. E.), 
2769 with ethyl bromide, and g1 with nitrous 
oxide. The total fatalities were twenty, and 
of these seventeen were due to chloroform. 
The average death-rate was 1 in 2587 admin- 
istrations. The death-rate from chloroform 
was I in 1924 administrations. The statistics 
were compiled from sixty-three reports, 
twenty-one of which had been sent from 
fifteen German university clinics. 

Judging from collateral reading and per- 
sonal conversation with men who have pur- 
sued medical studies abroad, the foreign 
statistics absolutely fail to do justice to chlo- 
roform, the whole fault. being due to the 
method of administration. The general cus- 
tom is to cover the face with a folded towel, 
and administer it in much the same manner 
as they use ether, the towel frequently being 
held down upon the face. Such being the 
case the high mortality is readily accounted 
for. Chloroform, if carefully and properly ad- 
ministered, and the patient closely watched, 
should not give rise to the untoward symp- 
toms so often reported. 

Silkt was very much struck with the fact 
that the majority of fatalities occurred in the 
hands of men who had been graduated but 
a year or two. It seems to me this must 
refer to those men who have not had the 
opportunities afforded by serving as an in- 
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terne in a hospital, or reaped the benefits 
derived from the material proffered by their 
preceptor. This deplorable condition is due 
to the lack of systematic, practical teaching 
in anesthetics and anesthesia in the curric- 
ulum of our colleges, and certainly affords a 
most powerful argument for a more practical 
course in this very important subject. 

Anesthetizing is looked upon by some as 
a menial position, but on the other hand a 
careful administrator is a respected man, and 
one in whom we can place every confidence; 
and his position is always a very responsible 
one. 

“All’s well that ends well” is a true saying, 
but when difficulties arise it is the experienced 
man that knows best how to meet all emer- 
gencies. “Practice makes perfect;” this 
especially applies to the administration of an 
anesthetic. The administrator should attend 
strictly to the patient, and be entirely oblivious 
of the operation. He should carefully watch 
the respiration, pulse, and general condition. 
Nothing is more objectionable or uncalled 
for than to push an anesthetic during the 
first stage of anesthesia—that is, prior to the 
destruction of consciousness. The smother- 
ing, strangling sensation so produced will be 
ever uppermost in the patient's mind, espe- 
cially so if he or she has previously taken an 
anesthetic which was carefully administered. 

The following are a few general rules 
which should be observed: 

1. Whatever anesthetic is used, ethyl bro- 
mide excepted, begin it slowly, and do not 
“push it” until the strangling, choking sensa- 
tion has passed. 

2. Should the irritant cough occur, allow 
a little pure air to be breathed, and proceed 
slowly. 

3. If rapid swallowing intervenes during 
the first stage, proceed slowly with the ad- 
ministration. 

4. Should the patient struggle, do not 
allow those standing around to “throw” 
themselves over the chest and abdomen, as 
this seriously interferes with respiration. 
Oftentimes the patient can be restrained by 
simply bearing down on the shoulders, If 
necessary hold down the arms and legs, but 
keep off the chest and abdomen. 

5. Inspire your patient with confidence 
by a few cheering words prior to beginning 
the administration, as it oftentimes quiets an 
otherwise nervous individual. 

6. Watch carefully the respiration; see 
that air is passing in and out of the lungs 
without obstruction. Anticipate cyanosis by 


carefully observing the color of the cheeks, 
lips, and ears. 

7. Keep track of the pulse with a finger 
either on the radial, temporal, or facial ar- 
tery. Note whether it is slow and full, or 
rapid, running, and weak. 

8. Keep the mouth shut; this is the best 
prophylaxis against the patient “swallowing 
the tongue.” Hold the lower jaw in contact 
with the upper with your hand throughout 
the entire anesthesia —that is, until the pa- 
tient is removed from the operating table. 

My method is as follows, and since adopting 
it the untoward symptoms have been reduced 
to almost wé/, and the tongue forceps prac- 
tically discarded, although it is always safe to 
have a pair at hand: The ring and little 
fingers of the one hand are “hooked” under 
the inferior maxilla, just to the right of the 
symphysis menti, if the right hand is used, 
and to the left thereof if the opposite hand is 
employed. The thumb is placed across the 
nose at its base, and assisted by the first 
and second fingers, maintains the cone in its 
position over the nose and mouth. If the 
little finger is allowed to slip backward the 
pulsations of the facial artery can be dis- 
tinctly felt as it passes over the border of 
the jaw, at the anterior edge of the masseter 
muscle. The remaining hand is then entirely 
free. Although somewhat tiresome, especially 
during a prolonged anesthesia, still this 
method of keeping the mouth closed is, as 
stated before, the best prophylaxis against 
the dropping backward of the tongue in the 
pharynx, with its accompanying train of symp- 
toms, as obstructed respiration, cyanosis, etc. 

The following may be practised, especially 
when chloroform is being administered by 
means of a towel: Place your forearm over 
and above the face of the patient, with the 
back of the hand arched upward in such a 
manner that the palmar surface of the hand 
will be to one side of the nose and the fingers 
separated, and to one side of the mouth, the 
first finger being curved around the lower 
lip. Extend the fingers far enough to enable 
the tips to “hook” over the inferior maxilla, 
to one side of the symphysis menti, and in 
this manner hold the mouth shut. The 
thumb should be allowed to project over 
the nose about its middle third. The nares 
and mouth will thus occupy a free breathing 
space formed by the thumb on one side, the 
index-finger on another, the remainder of the 
arc being open. The towel (a single layer 
only being employed) should be spread over 
the face; the arm and hand, in addition to the 
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method already mentioned, will also serve to 
keep it a sufficient distance from the skin, and 
permit of a bountiful circulation of air. What 
is gained by this method? The mouth is kept 
closed; the breath as it strikes the fingers 
during expiration can readily be detected, 
and the respiration thus noted; the towel 
does not come in contact with the face, 
hence burning of the skin is obviated; and 
a sufficient quantity of air is allowed to cir- 
culate under the towel. 

Remember that the epigastric region may 
rise and fall and still no air pass into the 
lungs. This is an important point. The 
obstruction may be due either to dropping 
back of the tongue or an accumulation of 
mucus in the pharynx, larynx, or rarely the 
trachea. If due to the former, open the 
mouth by depressing the lower jaw, using 
a mouth-gag if necessary, and seize the 
tongue with a pair of “tongue-holding for- 
ceps,” and draw it forward, then close the 
mouth and keep it closed. Use the variety 
of forceps that has one fenestrated blade, or 
Houze’s tongue-holding forceps. Under no 
consideration use the type of forceps in which 
one blade is pivot-shaped and punctures the 
tongue; this procedure is barbarous, and 
entirely uncalled for. Passing a piece of 
silk through the tongue with a needle, 
and by this means holding forward an in- 
cessantly receding tongue, should also be 
relegated to the past. The best prophylaxis 
against a receding tongue is to keep the 
mouth shut from the beginning, and permit 
respiration only through the nostrils. If mu- 
cus accumulates in the pharynx, clean it out. 
Another method of bringing the tongue 
forward is to seize the angles of the lower 
jaw on either side and gently pull it forward; 
by this procedure the condyle of the lower 
jaw is “thrown,” so to speak, on to the 
eminentia articularis. This movement will 
invariably bring forward the tongue, and 
remove the obstruction which has impeded 
respiration. If the tongue persists in drop- 
ping back, turn the head to one side; if this 
fails, allow the head to remain in the same 
position and hold the tongue forward. It 
will rarely be necessary to resort to the 
latter procedure. 

g. Always protect the eyeball. Place a 
single layer of towel over the eyes, and hold 
it there with the inhaler that is being em- 
ployed. If administering the anesthetic on 
a towel, use another towel for the ocular 
protection. This will prevent the vapor from 
irritating the sensitive cornea and conjunc- 
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tiva. Never touch the eyeball to ascertain 
if narcosis is complete, as it is unnecessary, 
and has caused not a few attacks of con- 
junctivitis and suppurating keratitis. Simply 
press the upper eyelid down gently on the 
eyeball; if the patient makes no attempt to 
close the eyelids, then insensibility is com- 
plete. 

10. Never administer an anesthetic to a 
female unless another person is present; this 
should be imperative. 

11. Should vomiting begin push the anes- 
thetic. During the act of emesis, prevent the 
tongue from slipping back into the pharynx. 
After vomiting ceases remove the accumu- 
lated ejecta from the mouth and pharynx. 
If the site of operation is above a line drawn 
around the chest, at the level of the nipples, 
turn the head to the opposite side, in order 
to prevent the ejected material gaining ac- 
cess to the wound. 

12. Dilated pupils failing to respond to 
light signifies deep anesthesia; stop the nar- 
cotic. Dilated pupils which respond to light 
are significant of one of two things—“ coming 
out” of the anesthetic, or passing into the 
stage of deep anesthesia. A narrow, con- 
tracted pupil is a warning of danger. 

Nitrous Oxide—Having had no practical 
experience with this agent I do not feel 
qualified to discuss it. My friend, Dr. Charles 
McNeille, of New York, tells me that the 
majority of dentists while operating on pa- 
tients under the influence of this gas throw 
the head backward into almost complete ex- 
tension, and invariably cyanosis is present. 
He obviates this by throwing the head for- 
ward in flexion. Mention of this is made, 
as it may prove a valuable point. 

Ether.—The safest preparation of ether 
by far is the product of the laboratory 
of E. R. Squibb & Son. Without doubt 
ether is the most universally used anesthetic, 
but it has its shady side of mortality. To 
its disagreeable odor and nausea is due the 
fact that it is abhorred by the laity. It is 
rare not to have nausea and oftentimes vom- 
iting following its use. Should the patient 
be properly prepared beforehand, these dis- 
agreeable and at times dangerous after-effects 
are reduced to a minimum. 

Contraindications to the use of ether: The 
first of these is in renal disease. (Hare 
states that quantity for quantity chloroform 
is more irritating to the kidneys than ether, 
but as a much larger quantity of the latter 
would be used the former is to be preferred). 
A second contraindication exists in those who 
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have previously borne it badly; in atheroma, 
owing to the prolonged struggling under this 
narcotic, it had best not be used. In very aged 
persons with emphysema, asthma, chronic 
bronchitis, old pleurisy, cardiac hypertrophy, 
fatty heart or valvular lesions, ether is dan- 
gerous; and in habitual drunkards, or persons 
who drink in small quantities but frequently 
during the day, and in limited action of the 
lungs from adhesions caused by an old pleu- 
risy or pneumonia, it is an unsafe anesthetic. 

In the administration of ether either a 
towel or an inhaler can be used. The former 
should be folded to simulate a cone, allowing 
a small opening to remain at the top, so that 
the ether can be poured on the “cone” without 
removing it from the face. A formal inhaler 
is to be preferred, especially the one sug- 
gested by Dr. Oscar H. Allis, and described 
by him in the Philadelphia Medical Times, No. 
162. The collapsible variety of inhaler is, 
however, unsatisfactory, as a great deal of 
ether is wasted, and a longer time is required 
to place the patient under its effects. A sug- 
gestion in regard to “lacing” or “threading” 
the inhaler may be made: The bandage that 
is used should preferably be doubled; this 
obviates the great amount of space between 
each layer, and presents a larger area for the 
evaporation of the drug, and when poured on 
it is not so apt to drop through on to the face. 
The bandage should always be renewed after 
each individual usage. A piece of gauze 
should be placed across the metallic face- 
piece, next to the bandage, as this affords 
double protection. 

In administering ether always begin slowly, 
increasing it gradually, but as stated before, 
do not push it until the suffocating sensation 
has passed. Should the time consumed to 
place the patient under its influence be pro- 
longed, then a few drops of chloroform will 
prove efficacious; this also applies to those 
cases that prove pugnacious under its exhil- 
arating influence. If the patient bears the 
ether badly, which condition is manifested 
by the constant cyanosis, or should the respi- 
ratory tract become so filled with mucus as 
to form an impediment to breathing, then 
chloroform should be substituted. 

Chloroform,—This drug has been much 
abused by the profession at large, and 
earnestly condemned, more however on theo- 
retical grounds than practical observations. 
The high mortality in comparison to ether is 
due not so much to the drug, but the careless 
manner in which it is administered. In re- 
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the majority of cases are fatty degeneration, 
endocarditis, and other organic lesions, a few 
from “collapse,” and in other cases the cause 
not given. Quite a number of the patients have 
been under the care of a dentist. Very few of 
the dental colleges include the teaching of 
the use of anesthetics other than nitrous 
oxide; hence a large majority of the gradu- 
ates of dentistry leave their alma mater with 
little theoretical and no practical knowledge. 
Is this not sufficient argument for the high 
mortality referred to this agent? Indeed, 
graduates of dentistry should not be per- 
mitted to administer an anesthetic other 
than nitrous oxide, for owing to the lack 
of primary teaching they are entirely in- 
competent. 

Chloroform is an ideal anesthetic, and if 
properly administered and carefully watched 
the majority of the untoward symptoms so 
often referred to will be eliminated. If the 
graduates of to-day would only pay more at- 
tention to the administration of an anesthetic 
during their collegiate course, chloroform 
would be more extensively employed and 
skilfully administered. 

Practically there are no contraindications. 
It should be used when ether has been previ- 
ously borne badly. It is the typical anes- 
thetic for children and in obstetrical practise. 
It may always be employed in operations 
around the mouth and face when the actual 
cautery is to be used, and in the conditions 
given under the head of “ contraindications” 
to ether. 

In the administration of chloroform it is 
advisable to spread cosmoline over the face, 
around the nose and lips, to prevent burning 
of the skin, should the fluid drop thereon; 
but if due care is exercised this procedure 
may be dispensed with. Do not use a cone 
or conical shaped inhaler. The Esmarch in- 
haler is to be preferred. One just as good 
and giving every satisfaction, and far cheaper, 
can be made as follows: Procure a large- 
size gauze wire tea-strainer, with a long wire 
handle; cut to its shape a piece of merino, 
allowing sufficient edge to make a hem, pass 
a draw string through the hem, tighten, and 
fasten the strings to the handle. In the 
Esmarch inhaler a lady’s handkerchief prop- 
erly folded can be readily utilized for a 
covering. The bottle containing the drug 
should have but one tube passing through 
the cork—metal tubing preferable to glass. 
When a single tube is used the drug drops 
out, when two tubes the fluid ruas out, and it 
is impossible to gauge the amount being 


























used. A single layer of a towel as previously 
described is efficacious. 

Do not apply more than two or three drops 
at the beginning, then gradually increase 
until anesthesia is produced. Watch the 
respiration carefully. A few short inspira- 
tions, or holding the breath for a while, is 
sure to be followed by a full, deep inspiration; 
and here is where a great danger lies, for 
in this deep inspiration an overdose may 
be taken. To guard against this is easy; 
simply watch for it, and when it appears 
withdraw the chloroform. Remember that 
the danger from chloroform is often from an 
overdose, but that the overdose does not con- 
sist entirely in the quantity that may be 
taken during the administration, but often 
in the quantity that is taken at any one 
inspiration—in fact, to the suddeness with 
which the drug is introduced into the blood, 
and the concentrated form in which it arrives 
in the brain, producing paralysis of the re- 
spiratory center. 

Lentz & Sons, of Philadelphia, make an 
apparatus by which oxygen is impregnated 
with chloroform, and is alluded to as “oxy- 
genated chloroform.” It consists of a forty- 
gallon cylinder of compressed oxygen. From 
this cylinder the oxygen is conveyed through 
rubber tubing to a graduated wash bottle, 
containing chloroform. The oxygen is in- 
troduced of course below the level of the 
chloroform, the gas passing through the 
liquid, and out of the bottle through another 
rubber tubing to the inhaler. The modified 
inhaler of Downes should be used in prefer- 
ence to the original, with the rubber-bag 
attachment. By changing the tubing, chloro- 
form can be shut off, and pure oxygen 
administered. By this method the patient 
is more readily placed under its influence. 
While under its narcotic effects the general 
systemic condition is better than that of any 
other anesthetic, anesthesia can be main- 
tained for a longer duration with a minimum 
amount of shock, and the subsequent nausea 
is rarely present, and then very slight. 

In children chloroform is quicker, more 
reliable, and always to be preferred. A few 
whiffs, and the resisting struggles are allayed. 

In obstetrics chloroform is used with com- 
parative safety to the mother, although a few 
deaths have been reported, and is to be pre- 
ferred to ether, even in long and instrumental 
labors, notwithstanding the fact that some 
observers under these conditions believe 
ether safer to the child. The employment 
of this drug during labor should be limited 
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to the second stage, excepting in primipare 
when the pains of the first stage become 
excruciating and unbearable. It should be 
administered during the pains, and suspended 
during the intervals—just a sufficient quan- 
tity to take off the keen edge of the pain. 
Experience has proved that anesthetics do 
not arrest the contractions of the uterus, but 
weaken the normal resistance of the perineal 
muscles, unless during its administration 
complete insensibility should be induced. 
The anesthetic so employed has no untow- 
ard effect on mother or child. 

The employment of a narcotic of this kind, 
especially in primipare, has a tendency to 
quiet the overexcited and nervous condition, 
which will prove a large element in the suc- 
cessful conduct of the labor. The drug should 
not be administered during the third stage; 
its value ceases after the expulsion of the 
child. The proper use of the drug does not 
necessarily favor post-partum hemorrhage. 

Treatment of Impending Death.—First re- 
move the inhaler, and lower the head by 
elevating the foot of the table. Draw the 
tongue forward, and allow it to recede, about 
sixteen times per minute. For the pulse give 
a hypodermic of strychnine sulphate, 4 to y; 
grain, pro re nata till an effect is produced. As 
a rapid stimulant a hypodermic injection of 
aqua ammonia may be given in the buttock, 
although this makes a slough; hypodermic 
injections of atropine sulphate, ,', to ,4, grain, 
should be given fro re nata till an effect is 
produced. If the respiration has ceased, give 
a hypodermic of atropine sulphate, ,1, to ,j, 
grain, and repeat as often as necessary. Give 
a rectal injection of turpentine (this has often 
started a suspended respiration; stretching 
the sphincter ani also has a favorable influ- 
ence), and establish artificial respiration by 
instituting the Sylvester-Hall method. 

Do not continue an operation immediately 
after the patient recovers, but wait until the 
pulse and respiration have been energetically 
restored. Unlike ether, chloroform gives little 
or no warning; the symptoms which usually 
occur to warn one are sudden paleness or 
lividity of the countenance, with shallow 
breathing, absence of or a rapid running 
pulse. The patient presents the condition of 
complete collapse and relaxation. 

Ethyl Bromide.—This drug is very seldom 
used at the present time owing to the reluc- 
tance with which the profession accepts it. 
In the hands of Dr. E. E. Montgomery and 
others it has proven satisfactory, and he has 
found a field for its employment. It is a hy- 
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drobromic, or bromic, ether, an inflammable, 
volatile liquid, with a burning taste, and an 
odor not unlike chloroform; its boiling point 
is 38° to 40° C. This is not ethylene bromide, 
which is poisonous. It is not caustic, nor 
even irritant, when compared with chloro- 
form, and can be ingested without difficulty. 
This drug is supposed to possess properties 
intermediate between those of chloroform 
and ether. Dr. Laurence Turnbull was the 
first to experiment with this ether upon man. 
He makes the following statement:* “I found 
it was colorless, with an agreeable odor and 
pleasant taste, the boiling point 40.9° C, and 
its density heavier than water. When inhaled 
it produced more of the agreeable effects of 
chloroform, and did not increase the pulse 
over its normal beat, whilst its action was 
very rapid. It leaves an odor of mustard to 
the body. There is a pricking feeling of the 
skin at the elbow and in the hands, with a 
rapid loss of power to move; the skin is in 
a few instances moist, but in the majority 
of cases is natural. It differs from ordi- 
nary ether in the stage of excitement being 
short, the sedation and subsequent elimina- 
tion rapid.” 

My observations from the use of this drug 
as an anesthetic substantiate the above, with 
the following addition: There is a primary 
dilatation of the pupil, and the eyes are suf- 
fused and congested, which condition passes 
away in a few minutes. I have given it for 
gynecological examinations, reducing disloca- 
tions, or any other procedure likewise short in 
duration. I have frequently administered it 
to children when rapid dilatation of the tear 
ducts was done. . 

In the administration of ethyl bromide I 
use a folded towel, pour about half a tea- 
spoonful on, and apply this to the nose, hold- 
ing the edges of the towel close to the face, 
and add the same quantity every few seconds 
until narcosis is produced. 

Various methods have been used to pre- 
vent the nausea subsequent to the adminis- 
tration of an anesthetic. The most favorable 
seems to be the inhalations of oxygen, which 
are given immediately after the patient is 
placed in bed. 

To conclude, an earnest plea is made for 
the more general employment of chloro- 
form, and also for ethyl bromide. With the 
latter, owing to the very limited time re- 
quired to produce its effects, the post-anes- 
thetic symptoms are practically wi/, the 
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patient reacts very readily, and is able to 
resume routine duties within a short time 
after consciousness is restored. Above all 
self-confidence is needed; keep a cool, clear 
head, and be prepared to meet any emer- 
gencies that may arise. 
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A CASE OF THYROIDECTOM Y. 





By WILMER KRUSEN, M.D., 
Instructor in Gynecology, Jefferson Medical College; Assist- 
ant Gynecologist, St. Joseph’s Hospital; Gynecolo- 
gist, Charity Hospital, Philadelphia. 





The following case is reported because of 
the marked severity of the symptoms pro- 
duced by a tumor of moderate size, and 
because the operation of thyroidectomy is 
sufficiently dangerous to make surgical inter- 
ference the subject of earnest consideration. 
The close proximity of vital structures, the 
possibility of sudden and profuse hemor- 
rhage, the difficulty of preserving asepsis 
near the mouth, and the caution required in 
administering a general anesthetic, all com- 
bine to make the operation a serious one. 
But in cases where the symptoms are urgent, 
relief is imperative. The encouraging statis- 
tics placed on record by Kocher in 1895, of 
nine hundred cases of benign goitre upon 
which he had operated with a mortality of 
but one per cent., associated with the ad- 
mirable results obtained by Kronlein, Sulzer, 
and others, influenced the writer in advising 
operation in the case detailed. The unsatis- 
factory results obtained by the use of such 
internal remedies as iodine and its compounds 
in cases of long standing, and the real though 
moderate danger in using injections of iodine, 
iodoform or ergotin into the gland, make the 
surgical method of treatment practically the 
only one that relieves the patient. The his- 
tory of the case is as follows: 

Mrs. S. K., German, housekeeper, aged 
fifty-three years. For the past two or three 
years the patient had noticed a gradual, pain- 
ful enlargement of the right lobe of the 
thyroid gland; more recently, disagreeable 
symptoms had developed; and at the time 
of the first examination she was suffering 
from marked venous congestion of the face, 
frequent attacks of faintness and cardiac 
palpitation,* insomnia, hoarseness, and an 
irritating cough evidently due to pressure 
on the recurrent laryngeal nerve; there was 
no difficulty in swallowing, and dyspnea was 
marked only on exertion. 























The hypertrophied gland, about the size 
of an orange, on the right side of the trachea, 
extended laterally beneath the sternomastoid 
muscle and downward into the supraclavicu- 
lar space, was freely movable beneath the 
skin, and apparently semi-cystic in character. 
The pulsation transmitted from the under- 
lying carotid vessels was very evident on 
inspection and palpation. No organic cardiac 
disease was present, but the patient was ex- 
tremely nervous and vasomotor phenomena 
were marked. 

The operation of enucleation was per- 
formed at St. Joseph’s Hospital, Philadel- 
phia, on January 7, 1897. The anesthetic 
used was oxygenated chloroform. After 
thoroughly asepticizing the neck, an incision 
about four inches in length was made along 
the anterior border of the sternomastoid mus- 
cle, ligating before cutting the anterior jugu- 
lar vein and exposing the bluish-white capsule 
of the tumor; the overlying tissues were 
slowly incised, and every bleeding point 
grasped with a hemostat as soon as cut, in 
this way avoiding copious hemorrhage. The 
growth was enucleated with the fingers and 
the Allis dissector, first from beneath the 
muscle, working from the muscle toward the 
trachea and exposing the carotid artery for 
two and one-half inches; extreme care being 
taken to avoid injuring the recurrent laryn- 
geal nerve. The tumor was luxated forward 
and the isthmus forming the pedicle was 
ligated in sections with strong chromicized 
catgut, and the gland removed, leaving 
sufficient stump beyond the ligature to pre- 
vent the retraction of the tissue and sub- 
sequent hemorrhage. Every bleeding point 
was carefully secured and ligated with 
fine catgut, the wound freely irrigated with 
hot water, a drainage tube and strip of 
iodoform gauze introduced, and the external 
incision closed with interrupted silkworm- 
gut sutures. 

The most alarming symptom during oper- 
ation was the interference with respiration 
produced by the tugging on the trachea 
during the enucleation. For the first forty- 
eight hours after operation the pulse was 
weak and quite rapid, ranging from 130 to 
150 per minute. This was treated by the 
use of atropine and strychnine, and the sub- 
sequent convalescence was uneventful, the 
patient leaving the hospital on the eighteenth 
day after the operation. No contraction or 


deformity has resulted from the scar, and 
the health of the patient at the present time 
is excellent. 
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THE IMPORTANCE OF THE EARLY REC- 
OGNITION AND TREATMENT OF 
ACUTE INFLAMMATORY 
GLAUCOMA .* 





By CLARENCE A. VEASEY, A.M., M.D., 

Adjunct Professor of Diseases of the Eye, Philadelphia Poly- 
clinic; Demonstrator of Ophthalmology, Jefferson Med- 
ical College; Chief Clinical Assistant to the Oph- 
thalmological Department, Jefferson Med- 
ical College Hospital; Consulting 
Ophthalmologist, Philadelphia 
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The importance of the early recognition and 
treatment of acute inflammatory glaucoma is 
universally acknowledged among physicians 
who have to do with ophthalmic work. But 
that some of us fail to recognize its impor- 
tance is evidenced by the fact that occasion- 
ally patients are seen in whom the acuity of 
vision has been much reduced, or even totally 
abolished, because the disease had existed 
for some time before it was sufficiently recog- 
nized for the proper treatment to be insti- 
tuted, or because of the use of the mydriatics, 
either being an almost fatal error as far as 
the patient’s vision is concerned. 

It is just as important that the general 
practitioner be thoroughly familiar with the 
symptoms and treatment of this condition as 
it is for the ophthalmic surgeon, because in 
the majority of instances he is the first to be 
applied to for relief; and the condition is one 
that if not quickly recognized and the proper 
treatment instituted the patient’s visual acuity 
usually suffers great damage. 

The writer does not propose to discuss the 
many theories that have been suggested as 
to the etiology of the affection. Suffice it to 
say that whatever the primary cause may be, 
it is believed that the mechanical cause is 
the blocking up of that angle of the anterior 
chamber known as the “filtration angle,” and 
that it is kept up to a considerable extent by 
the crowding into it of the iris. 

A number of prodromes, by no means con- 
stant, are occasionally found to precede the 
appearance of the glaucomatous attack. It 
is stated that a desire to change one’s read- 
ing glasses more frequently than is usual 
should be regarded with suspicion. Attacks 
of “foggy vision,” though lasting for a few 
moments only, perhaps accompanied by slight 
injection of the eyeball, and the appearance 
of a halo of colors around artificial lights, are 
sometimes met with and are sufficient in 
themselves to cause a very careful examina- 
tion to be made of the eyes and more se- 





* Read by title at the forty-eighth annual meeting of 
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vere symptoms watched for, and, if possible, 
guarded against. 

The attack of acute inflammatory glaucoma 
usually presents a combination of symptoms 
so thoroughly characteristic of the affection 
that with the exception of a few extremely 
rare instances it should never be mistaken 
for any other disease. Appearing as it does 
very frequently at night (and there seems to 
be a marked tendency to occur in the latter 
part of the night or early morning), there is 
ordinarily excruciating pain throughout the 
side of the head, which is sometimes accom- 
panied by nausea and vomiting. The ex- 
tremities may be cold, or there may be even 
flushing with slight fever. These symptoms 
are apt to cause the uninitiated to suspect 
some severe constitutional origin, but if the 
eyes be carefully inspected there will be 
found some swelling of the lids and some 
edema of the subconjunctival tissue. The 
eyeball will be intensely injected, and the 
cornea will in most instances be hazy and 
partially anesthetic. The appearance of the 
latter can be compared to a piece of cold 
glass the surface of which has been breathed 
upon, and if its sensibility be tested by widely 
separating the lids and touching it with a 
wisp of absorbent cotton, it will be found 
that the impulse to close the lids that exists 
in normal eyes is entirely absent, or not so 
decided as usual, according to whether total 
or partial anesthesia is present. The aqueous 
humor is more or less turbid and the an- 
terior chamber as a rule is much more shal- 
low than normal. The pupil, which is one 
of the chief points of difference between this 
and certain other affections with which it is 
mostly confounded, is dilated either moder- 
ately or widely, and if it reacts at all does so 
extremely sluggishly. The iris is discolored, 
and if the tension of the eyeball be tested by 
palpation through the closed lids with the 
index-fingers of both hands, it is found to be 
elevated—that is, the eyeball is harder than 
its fellow, or if the latter be also affected, 
harder than an eye the tension of which is 
known to be normal. The patient’s visual 
acuity is greatly reduced, oftentimes only the 
ability to distinguish between light and dark- 
ness remaining, and if an attempt be made 
to examine the interior of the eye with the 
ophthalmoscope it is found impossible to get 
any view of the fundus. 

If no treatment be instituted these symp- 
toms may last from a few days to a few weeks, 
and when the eye recovers it is found that 
the visual field is somewhat contracted, the 
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iris less mobile, central vision less acute, the 
optic nerve slightly cupped, and the tension 
more or less elevated. It is rare for a pa- 
tient to become permanently blind in the first 
attack; but experience teaches that the.at- 
tacks recur with increasing frequency, each 
one leaving the vision worse than before, 
until total blindness ensues, resulting in the 
condition known as glaucoma absolutum. 

The two diseases with which acute inflam- 
matory glaucoma is most likely to be con- 
founded are acute conjunctivitis and acute 
iritis, and if the treatment of iritis be insti- 
tuted in a case of glaucoma, or vice versa, 
much harm may, and probably will, result 
therefrom. Acute inflammatory glaucoma 
presents a sudden onset, a rapid reduction 
of the visual acuity, a hazy and more or less 
anesthetic cornea, a widely dilated pupil 
responding very sluggishly if at all to the 
various reactions, and elevated tension. Acute 
iritis presents a gradual onset, not so marked 
a reduction of vision, as a rule, as in glau- 
coma, the cornea is not so hazy nor anes- 
thetic, the pupil is contracted, and if the 
iritis has existed for a short time the iris is 
attached to the capsule of the lens, the ten- 
sion remaining unaffected. Acute conjuncti- 
vitis presents no marked reduction in the 
visual acuity, no severe pain as is found 
in iritis and glaucoma, the pupil reacts 
promptly, and the tension is unaffected. 

The treatment of acute inflammatory glau- 
coma is of two kinds, medicinal and surgical. 
The medicinal, if employed alone, is usually 
of temporary benefit only, surgical interven- 
tion being required to check the progress of 
the disease. Leeches applied to the temple 
and hot fomentations to the closed lids assist 
in reducing the inflammation and alleviating 
the pain, though if the latter be very severe 
hypodermic injections of morphine may be 
required. Rest in bed if the patient be ina 
weakened condition, the administration of 
nourishing diet and stimulants if required, 
darkening of the room if there be much 
dread of light, and the use of smoked glasses 
when out-of-doors, are measures to be ad- 
vised. The internal administration of salic- 
ylate of sodium in large doses also seems to 
be of benefit in some cases. 

The object of primary importance is of 
course to reduce the intra-ocular tension as 
rapidly as possible, and this may be attempted 
by medicinal or surgical measures. It seems 
to be good practise to instil into the eye a 
drop or two of the solution of eserine (about 
two grains to the ounce), or pilocarpine 


























(about four grains to the ounce), every half 
hour for six or eight hours, using at the same 
time a four-per-cent. solution of cocaine to 
assist in relieving the pain and to render the 
iris more susceptible to the action of the 
myotics; and if at the end of this period the 
pupil remains dilated and the tension still 
above the normal, it is better to adopt some 
surgical intervention at once. If, on the 
other hand, the pupil responds to the action 
of the myotic and the tension becomes nor- 
mal, it is not necessary to operate until the 
attack has subsided. 

The operations that are performed for the 
reduction of intra-ocular tension are para- 
centesis of the anterior chamber, anterior 
sclerotomy, posterior sclerotomy, and _iri- 
dectomy. The first of these is a tempo- 
rary measure, but each of the last three 
has advocates who claim that it is cura- 
tive. The writer is one of those who 
believe that a carefully performed broad 
peripheral iridectomy is the best of the 
measures in the majority of cases, and 
that it should be performed during the in- 
flammatory stage if drugs fail to produce 
amelioration of the symptoms. If, however, 
the symptoms are improved by the use of the 
myotics, in conjunction with other medicinal 
measures, and the eye recovers from the 
attack, the operation should not be per- 
formed until the eye becomes entirely quiet. 
That it should be performed at this time, 
both as a preventive and curative measure, 
has been proved by thousands of cases. 

Massage of the eyeball through the closed 
lids and application of galvanism have their 
advocates, but the consensus of opinion 
seems to be in favor of some one of the sur- 
gical procedures, and preferably iridectomy. 
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The title of this brief communication ex- 
presses the principal idea it is intended to 
enforce. In no other disease is it more im- 
portant to bear in mind that the true function 
of the physician is not to attempt to interfere 
with the normal evolution of recovery, or 





*Read before the Medical Society of the State of 
Pennsylvania, Harrisburg, May 17, 1898. 
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the processes by which this is brought about, 
but rather to guide his patient safely through 
them. Within recent years two series of ex- 
periences have impressed upon the profession 
in America (one from the negative, the other 
from the positive side) the needed lesson that 
temperature in itself is not to be feared, and 
as a symptom is not to be directly combated, 
save under extreme circumstances. The un- 
fortunate results of treatment by the coal-tar 
products have practically demonstrated the 
danger of mere antipyretic dosing; while on 
the other hand the excellent results obtained 
by the use of cold water, after the method of 
Brand and in other ways, have shown that 
the febrile process expressed by high tem- 
perature may readily and safely be controlled 
within certain limits, to the great increase of 
the patient’s comfort, and with improvement 
of his chances of recovery. 

Although I advocated the Brand system * 
and employed it according to my limited fa- 
cilities before many of its present advocates 
had seen fit to forego the use of antipyretic 
drugs, I do not hesitate to place myself on 
record against the extreme views now ex- 
pressed in its favor. Of all routine methods 
of treatment it is the best, but no routine 
treatment is good. The patient must be 
taken into consideration; and by this I mean 
not alone the individual, his temperament 
and idiosyncrasies, but all surrounding cir- 
cumstances, and the manner in which he is 
reacting against the morbid processes, as ex- 
pressed by all the symptoms of the case. 

It is the greatest mistake possible for the 
physician to look upon all the disturbances 
of function seen in sickness as in themselves 
morbid, and requiring to be antagonized.t 
Many of them are expressions of the natural 
tendency toward recovery; just as the sway- 
ing of the tight-rope walker to left and right 
is not an evidence of ataxia but of the effort 
and the ability to preserve his equilibrium. 
To strike up the arm of the funambulist 
would cause his fall; and to strike unneces- 
sarily or violently at the temperature, the 
diarrhea, the cough, of a patient with enteric 
fever may precipitate him from safety into the 
grave. The physician, knowing the natural 
course of the disease, its dangers and its 
complications, must watch carefully the 





* Medical and Surgical Reporter, Philadelphia, June 
25, 1887. 

+I have discussed this question more fully in an ad- 
dress entitled ‘Some Thoughts Concerning Disease and 
Recovery in Their Relation to Therapeutics,” THE 
THERAPEUTIC GAZETTE, Sept. 15, 1896. 
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tendencies exhibited in the individual case, 
and safeguard his patient accordingly. 

Taking for granted that the well-known 
rules of diet are observed (and as to diet, 
while there must be the same careful indi- 
vidualization as in other respects, some 
patients requiring much food and some 
doing far better with little food, I usually 
advise small quantities of the most easily ab- 
sorbable foods—preferably pancreatized milk 
or (home-made) expressed beef-juice, admin- 
istered every second or third hour), and that 
the hygiene of the sick-room is properly cared 
for, water, and often cold water, is the one 
agent of greatest usefulness in the manage- 
ment of patients suffering with enteric fever. 
It should be used freely in every case, intern- 
ally as well as externally. Too often nurses 
unless instructed will wait for the patient to 
ask before offering him water to drink. This 
is not good nursing. The patient may be too 
dull to realize even the sensation of thirst. 
Nurses should be instructed to give at leasta 
quart of water to drink in the twenty-four 
hours—boiled water if there be any doubt of 
its purity. In many cases systematic sponging 
with cool or cold water will fulfil all the indi- 
cations for external hydrotherapy. The 
sponging must be thoroughly and properly 
done. Nurses must be specifically and care- 
fully instructed in its details. Cold packing, 
rubbing with ice, and the like, may be used 
in cases of hyperpyrexia in which the bath 
is not available; but when available in cases 
severe from the outset, or which become 
severe in spite of treatment, the systematic 
cold bath should be instituted. The inexpert 
will do better by following the rigorous 
method of Brand than by attempting to 
modify it. The experienced will introduce 
such modifications as each individual case 
seems to require. 

In a ten minutes’ paper, and upon a sub- 
ject so thoroughly discussed, one cannot 
take up much time in details. Yet success 
depends upon the care given to little things, 
and I must here note that many nurses fail 
to prepare the bed properly for the reception 
of patients after the cold bath, and it is 
necessary for the physician to give specific 
instructions to have heated blankets ready; 
to receive the patient upon a warm sheet, 
which is to be tucked in so as to prevent 
two wetted skin surfaces from coming in 
contact, and which can be used for drying 
the patient and should then be removed to 
permit him to lie between the two warm 
blankets. The use of red wine rather than 
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whiskey to give the patient before and after 
the bath is advisable. In some cases the use 
of aromatic spirit of ammonia answers the 
purpose. Between the tenth and twelfth 
days it is doubtful whether plunging should 
be begun. After the twelfth day the inexpert 
should never begin plunging. Plunging be- 
gun earlier should be continued or discon- 
tinued according to circumstances. When 
plunging is not well borne, or when for any 
reason it has not been instituted, frequent 
cold or cool sponging should be carried out. 
This is partly to reduce temperature, but 
largely, like the bathing, to promote gen- 
eral metabolism, to stimulate excretion, and 
to keep up the tone of the peripheral vessels. 
Too much stress can hardly be laid upon this 
latter factor. The effects on temperature, 
pulse, respiration, excretions, sleep, and 
general comfort must be the guides as to 
the time, temperature, and other details of 
the external application of water, whether 
by plunging or sponging. Too great a 
fall of temperature after sponge bath or 
plunge bath is harmful. The pump-handle 
charts resembling septic fever shown in some 
hospital wards where typhoid patients are 
plunged, are bad charts. They are always 
too long; they often exhibit unnecessary re- 
lapses. A fall of one and a half degrees F., or at 
the most, of one degree Centigrade, is enough 
for a single bath. Nor should patients be 
wakened every two or three hours to have 
the temperature taken or to be sponged or 
bathed. They should be allowed to sleep 
undisturbed, if they can, for four or five 
hours, even when the applications are being 
made every second hour during wakefulness. 
It may be here interpolated that the same 
caution as to waking the patient for food 
should be observed. . 

To reduce temperature, should this be 
thought necessary, and to prevent or control 
tympanites or hemorrhage, the continuous 
application of ice to the abdomen — usually 
over the right iliac fossa—is useful. Some- 
times it is advisable to intermit the use of 
ice, or to alternate the application of ice to 
the head and abdomen. In cases of severe 
nervous and cerebral symptoms or very high 
temperature there may be continuous appli- 
cation of ice to both head and abdomen. 
Sometimes an ice-bag over the precordium is 
conducive to comfort. McCormick has had 
excellent success with the use of guaiacol 
externally. 

Internal medication is useful. I am posi- 
tive as to this. The bowels should be 

















cleansed by enema on admission (unless 
after the tenth day), after which, according 
to circumstances, a few small doses or one 
large dose of mercurous chloride (calomel) 
should be given. After the “calomel stool” 
intestinal disinfectants may be usefully em- 
ployed. These, as I have elsewhere expressed 
it, may not kill Eberth’s bacillus, nor neutral- 
ize its toxins, nor chase after it into the 
spleen or cerebrum; but they do render the 
patient’s intestine a less favorable breeding 
ground for this organism and its many 
named and unnamed congeners; they do 
diminish the formation and hence the ab- 
sorption of various named and unnamed 
toxins; they do render the course of the case 
less severe. I affirm this unhesitatingly as 
the result of a sufficient clinical study. Lab- 
oratory explanations may be found hereafter. 

Of drugs of this class no one agent shows 
so marked a superiority over others as to 
warrant special claims in its behalf. One 
may use guaiacol or its combinations, of 
which I prefer the carbonate; phenyl salic- 
ylate (salol), betanaphtol or its benzoyl com- 
pound (benzo-naphtol), creosote or its car 
bonate (cresotal), carbolic acid and iodine, 
and the like. I usually employ salol or 
guaiacol carbonate in doses of about five 
grains every second to fourth hour; more 
recently I have used benzo-naphtol in doses 
of ten or fifteen grains. If diarrhea is trouble- 
some, bismuth salicylate may be used in con- 
junction with the more powerful antiseptic, 
or beta-naphtol-bismuth (orphol) may per- 
haps be equally useful. If constipation be 
a feature of the case enemata are usually 
necessary, though calomel in small doses may 
be used in some instances. When the enema 
is used it should be repeated, if necessary, 
every forty-eight hours, except during the 
period when ulceration is at its height, say 
from the twelfth to the sixteenth day, when 
the bowel should be let alone. 

If notwithstanding the free use of water 
the urine is not excreted in sufficient quan- 
tity (that is if it be less than 30 ounces ina 
day) some mild diuretic, as solution of am- 
monium acetate, or sweet spirit of niter, or 
infusion of buchu, should be given. This is 
rarely necessary, as the water drunk is usu- 
ally an efficient diuretic, and the stimulation 
of the skin by water and friction in tubbing 
Or sponging likewise assists excretion. 

During the second week strychnine is use- 
ful in small doses as a mild tonic stimulant. 
One may give from ;}, grain to J, grain every 
second to sixth hour. The smaller dose is 





ORIGINAL COMMUNICATIONS. 





521 


preferable unless the prostration of the pa- 
tient be excessive. During the third week 
the dose of strychnine may be increased to 
gy grain every third hour, if need be. Alco- 
hol is rarely necessary before the third week, 
and often is unnecessary throughout. It is 
to be given not as a stimulant, but as a food. 

A word as to an old-fashioned remedy may 
be permitted. When the tongue is dry, harsh, 
fissured, covered with brownish fur, turpen- 
tine is useful beyond doubt. Sufficient must 
be given to produce an effect upon the in- 
testinal mucous membrane. The usual dose 
is about 15 drops in emulsion or syrup of 
acacia, every second to fourth hour. If any 
sign of renal irritation develop turpentine 
must be abandoned. I have, however, never 
seen it do harm, and have seen it do good too 
often to be laughed out of its use. The oc- 
casion for it usually arises during the third 
week, or during convalescence. It also serves 
well in cases of tympanites or hemorrhage. 
In some cases dilute hydrochloric acid serves 
a good purpose, late or early, according to 
circumstances, in maintaining digestion and 
preventing gastro-intestinal fermentation and 
tympanites. When hemorrhage occurs the 
quantity of fluid of any kind administered, 
water or food, must be reduced to the low- 
est point. Milk must be stopped and beef 
juice substituted. 

Time will not permit of extended reference 
to complications; to say they are to be met 
on general principles is to repeat what I have 
stated to be the main thought of this paper; 
that good judgment in the individual case, 
and the use of measures as simple as possi- 
ble, will give a low typhoid mortality. The 
objects to be held in view are the patient’s 
rest and comfort; the prevention of nervous 
symptoms by the prevention of hyperpyrexia 
and toxemia; the avoidance of rapid fluc- 
tuations in the condition of the patient, and 
especially of such abuse of antipyretic agents 
or hydrotherapeutic measures as will convert 
the temperature course from that of a contin- 
uous to that of a remittent fever; the susten- 
tation of the patient’s strength by judicious 
feeding, avoiding extremes, and by the judi- 
cious use of tonic medication and of agents 
acting upon the alimentary canal; the main- 
tenance of excretion at a height sufficient to 
flood out from the tissues the increased prod- 
ucts of waste, the peccant humors of the 
ancients; above all, the strict avoidance of 
meddlesome interference with necessary proc- 
esses in the development of the case toward 
recovery. 
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ACCURACY IN THERAPEUTICS. 


It is but a few decades ago that physicians, 
ignorant of the true action of drugs and de- 
pendent upon pure empiricism in their uses, 
were accustomed to prescribe a large number 
of medicines for each patient with the hope 
that one or more of them would seek out the 
difficulty and remove it. This method of 
the “shot-gun” prescription not only rested 
upon ignorance of the action of drugs upon 
living tissues, but far more upon ignorance 
of the underlying causes of disease and the 
pathological lesions which resulted there- 
from. 

Every advance in pathological knowledge 
finds an accompanying advance in thera- 
peutic procedures for the relief of the af- 
fection described, and clear ideas of the 
conditions present enable the physician to 
inaugurate a plan of treatment directly appli- 
cable to the state before him. This has re- 
sulted in the employment of single remedies 
to produce definite results, and this again has 
necessitated the preparation and use of medi- 
cines so carefully prepared that they can be 
relied upon to produce an exact effect. As 
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long as human beings differ one from another 
in their characteristics the personal equation 
must be an active factor in medication, but 
the difficulty of having a similar individuah 
difference in preparations of the same drug 
is now done away with to a large extent by 
those manufacturers of medicinal substances. 
who use advanced methods of standardization 
and take a pride in the accuracy of their fin- 
ished products. In other words, the time has. 
come when the physician, face to face with a 
dangerous condition in his patient, should 
not use products concerning which doubt 
is possible. It is the hunter’s desire when 
shooting a dangerous animal to use a rifle 
so accurate and ammunition so reliable that 
nothing that scientific skill can bring to his. 
aid is lacking, and he must feel that aside 
from the possibility of error in his own judg- 
ment everything he uses must be of the best. 
So, too, the physician when prescribing should 
have every confidence that the remedy he is 
using is reliable and capable of causing a 
definite effect in a given dose, as by this 
means he eliminates an uncertainty which 
may seriously warp his judgment if it is 
allowed to exist. 

At the present time nearly every drug em- 
ployed in medicine can be so prepared as to 
be normal in its strength and constant in its 
effects, so far as its own power is concerned. 

When practically all the influence of a 
remedy rests upon an alkaloid the profession 
are in the habit of using this alkaloid in place 
of ordinary galenical preparations, but there 
are drugs which do not contain a single 
active principle and others whose active in- 
gredients are difficult of isolation. Still 
others vary in the quantity of their activities, 
in different specimens which apparently have 
the same appearance botanically, to such an 
extent as to make pharmaceutical products 
prepared from them very different in their 
physiological action. The fact must be re- 
called that a difference in the supply of sun- 
light and moisture to a plant and variations 
in temperature and soil make extraordinary 
differences in the quantity of the active in- 
gredients contained in the crude drug. It is 
therefore evident that very extraordinary 
possibilities for variation in effect may exist 
even in the most carefully prepared fluid 
extracts and tinctures which can be found 
upon the druggist’s shelf. Those who have 


followed this matter closely know full well 
that fluid extracts and other preparations of 
crude drugs made from a given number of 
samples apparently identical in character and 




















by identical processes sometimes vary as 
much in strength as 1oo per cent., and we 
have already mentioned an instance in these 
columns in which twenty drops of tincture of 
nux vomica was almost devoid of any physio- 
logical activity, while twenty drops of an- 
other tincture was four times as strong in the 
quantity of strychnine and brucine which it 
contained; yet in each instance the nux 
vomica beans from which the tinctures were 
prepared were in the eyes of competent ex- 
aminers identical in their appearance and 
apparently of equally good quality. It is this 
variation in strength of alkaloids or active 
principles which is so often responsible for 
the production of excessive effects in sus- 
ceptible individuals who have been ordered 
doses strictly within the line of those com- 
monly employed, while on the other hand in- 
numerable instances can be quoted in the 
practise of every physician where a drug has 
been given with the result that no physio- 
logical effect has been produced. Ordinarily 
this excessive action on the one hand, or fail- 
ure of effect on the other, has been attributed 
to idiosyncrasy on the part of the patient, 
when in reality it should have been placed 
to the credit of the non-standardized galen- 
ical preparation. It seems therefore evident 
that physicians should always employ galen- 
ical preparations which contain a definite and 
known quantity of their active principles, if 
possible determined by quantitative chemical 
assay. 

But it may be asked what test is to be ap- 
plied to those drugs whose active principles 
are not readily analyzed, whose physiological 
activity depends upon volatile principles, 
upon glucosides difficult of isolation, or upon 
constituents which chemistry has as yet been 
unable to isolate accurately. The answer to 
such a question is that such remedies should 
come to the physician’s hands having been 
tested by physiological means. Thus it is 
well known that ergot contains ingredients 
which on the one hand have a stimulant 
effect upon the uterus, while others have an 
influence upon the blood-vessels; and it is 
also known that ergot which apparently is 
the best that the market can provide fre- 
quently lacks these ingredients, with the re- 
sult that the administration of the fluid 
extract made from such a crude drug is 
absolutely useless in combating those con- 
ditions in which this important drug is so 
often employed. Not only is this true of 
ergot, but digitalis, strophanthus and similar 
important remedies require a physiological 
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test before the physician can rest assured 
that a good result will follow their admin- 
istration. 

The paper of Dr. Houghton, which ap- 
peared in the July GazevTE, is an interest- 
ing illustration of the benefits of physiological 
testing as applied to practical medication, 
and he tells us that recently a well known 
firm of manufacturing druggists rejected no 
less than 20,000 pounds of crude ergot, in 
appearance apparently A No. 1, which failed 
to produce proper physiological effects when 
samples of it were physiologically tested. 
For this reason this 20,000 pounds of er- 
got was not utilized by that house, yet in 
all probability the same 20,000 pounds has 
by this time been put upon the market by 
other manufacturers who are not in the 
habit of employing such a test for their 
crude drugs. Surely no one believes that 
this 20,000 pounds of ergot was cast into 
the sea! On the contrary, it has been cast 
into the stomachs of those unfortunate persons 
who needing its beneficial effect pay for some- 
thing which they do not get and perhaps lose 
their lives through its failure to produce the 
necessary physiological effect. 

The practise of medicine is necessarily 
surrounded by so many uncertainties which 
cannot be avoided, and the physician is so 
often disappointed in the results of his treat- 
ment, that it is his duty, as we have said 
earlier in this article, to eliminate every pos- 
sibility of doubt in the treatment of his cases 
both because of humanity and his own per- 
sonal advancement. 

Until each individual member of the pro- 
fession demands that the materials used in 
his practise shall be reliable a large amount 
of avoidable failure in treatment must ensue. 
What artist in his endeavor to make a repu- 
tation would use cheap colors or poor brushes? 
What surgeon would permit any doubt as to 
quality to rest upon the instruments which he 
employs in the performance of a delicate op- 
eration? and yet how many physicians face 
to face with desperate conditions daily em- 
ploy drugs concerning which there is no cer- 
tainty as to their action! 


THE TREATMENT OF PURULENT PERI- 
CARDITIS. 


The treatment of pericarditis with effusion 
has been discussed several times in the pages 
of the THERAPEUTIC GAZETTE during the 
years 1897 and 1898. In connection with 
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these articles a paper which has appeared in 
The Lancet of April 23, 1898, by Sevestre, is 
of considerable interest. His patient was a 
man of twenty-two years, who came under 
observation at the Addinbrookes Hospital in 
Cambridge, England, and who passed through 
a long illness which ultimately ended in his 
death. Although the symptoms of a pericar- 
ditis with effusion were not distinct, and al- 
though there were evidences, also, of there 
being a double empyema, an exploring needle 
was passed into the chest in the neighbor- 
hood of the heart and a syringeful of pus was 
withdrawn, this operation being followed by 
great relief. The patient, however, once 
more became dyspneic and apparently ex- 
ceedingly ill, and upon the needle of the 
aspirator being passed into the pericardium 
twenty-three ounces of sweet, creamy pus 
were withdrawn, which proved to be almost a 
pure culture of the pneumococcus. The pa- 
tient at once became markedly improved in 
his general condition, but once more relapsed 
after the lapse of a few days, so that finally 
a wound was made in the fourth interspace, 
and the director being pushed into the peri- 
cardium pus once more escaped. Later on 
an inch of the ninth rib posteriorly was ex- 
cised and a large quantity of pus escaped 
from the chest wall on both sides, so that he 
speedily drained purulent material constantly 
from all three openings. 

The value of Sevestre’s paper, however, 
consists of the useful summary of cases of 
pericarditis which have been treated by op- 
eration, in all amounting to seventeen. Ina 
number of instances the purulent pericarditis 
seemed to arise from the infection due to.the 
pneumonia which ensued. In other instances 
he believes that it has arisen from the spread 
of the inflammatory process in the medias- 
tinal glands, particularly where the mediasti- 
nal disease has been tubercular; and, further, 
he asserts that as the results of his studies it 
is by no means uncommon to find that the 
pleural cavities are involved, as they were in 
the case under his own observation. It is, 
however, of interest to note that in some of 
these cases the pleural effusion was serous, 
while that in the pericardium was purulent. 

In discussing the locality in which a para- 
centesis pericardii should be performed, 
Sevestre points out that there is still a 
considerable difference of opinion, but be- 
lieves in the majority of instances the fourth 
or fifth interspace on the left side of the ster- 
num is the point of election. He also notes 
the fact that Rotch has advocated doing the 


operation on the right side in the fifth inter- 
space, but does not himself look with favor 
upon this proposition. Where the purulent 
pericarditis eventually points and finds an 
escape for itself, it is interesting to note 
that in one instance an abscess formed over 
the ensiform cartilage and was found post 
mortem to be connected by a sinus with the 
pericardium. In one instance the pus bur- 
rowed forward and down in the second left 
interspace close to the sternum. Finally 
Sevestre reminds us of the fact that Rosen- 
stein with Leyden deserves the credit for 
being the first to incise and drain the peri- 
cardium, the patient entirely recovering. 

Out of the seventeen cases tabulated by 
Sevestre, six are reported to have recovered; 
and, finally, it is evident from the statistics 
that incision of the pericardium has now been 
done a sufficient number of times to make it 
clear that it is not very difficult or dangerous, 
and it is certainly the operation to be per- 
formed when the otherwise hopeless character 
of the condition is recognized. 


THE INFLUENCE OF QUININE IN LABOR. 


The THERAPEUTIC GAZETTE during the 
past year has contained several items in re- 
gard to this question. In one of these a 
German authority claimed that quinine was 
a useful oxytocic. On the other hand, an 
original article contributed to the columns of 
the THERAPEUTIC GAZETTE by its editor, 
with the title of “The Value of Quinine as 
an Oxytocic,” contained a large number of 
opinions derived from expert obstetricians 
showing that quinine did not possess marked 
oxytocic properties, and in one or two in- 
stances it was claimed that it was distinctly 
deleterious in its influence during parturition. 
In this connection, therefore, a recent paper 
by Dr. L. J. Hammond, of Philadelphia, read 
before the Philadelphia Obstetrical Society, 
and published in the American Gynecological 
and Obstetrical Journal for April, 1898, is of 
considerable interest. His paper is based 
upon one hundred cases of labor in which 
quinine was employed, the majority of the 
observations being made by advanced med- 
ical students under his direction. 

Both primiparas and multiparas were used. 
In the case of the latter, an effort was made 
to determine the character and duration of 
the previous labors, but it was found to be so 
unsatisfactory that it was abandoned. The 
number of primiparas was thirty - eight, 
multiparas sixty-two. 
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There were never less than five nor more 
than seven observations recorded except in 
two or three cases, where four were made, 
owing to the rapidity of the termination of 
labor, and as so large an amount of time 
would be consumed in detailing these half- 
hour observations, the author has endeavored 
to summarize sufficiently to make clear 
the results of the investigations without too 
greatly wearing upon our patience, and with 
this object in view has endeavored to take 
the maximum number of seconds and the 
minimum number of seconds and the maxi- 
mum minutes of interval and the minimum 
minutes of interval before the drug was 
given, and compare them with the maximum 
number of seconds and the minimum num- 
ber of seconds and the maximum minutes of 
interval and the minimum minutes of inter- 
val after the drug was given. Usually from 
three to five observations were made before 
administration of the drug, no observation 
being made during the very last moments 
while the head was passing through the 
vulva. 

The study of the action of the uterus after 
being emptied of its product of conception 
was to note, first, whether there was any 
excess of bleeding; second, whether firm con- 


_ traction immediately occurred after it was 


emptied; third, whether any condition of 
hour-glass contraction took place. 

As the report shows, but five evinced any 
tendency to excessive bleeding, and in no 
case was there any contraction of the lower 
segment noted. In all the rest the uterus 
promptly and permanently retracted after 
prompt expulsion of the placenta. 

In but one of the cases was the tempera- 
ture, pulse or respiration sufficiently disturbed 
from the normal course to be noteworthy, 
and that was in the third case in his table, 
which shows a pulse of 110, respirations slow 
(12), and temperature normal. 

It is to be seen from the tabulated report 
of Dr. Hammond of the thirty-eight primi- 
paras, thirty-five show an increase in the 
frequency of contractions after the adminis- 
tration of the drug, two show a decrease, 
and one no change. 

We find upon further examination of the 
table that eight of these cases showed in- 
crease not exceeding one minute; therefore 
it will be fair to state that there was decided 
change in twenty-seven. 

As to the duration of contraction, we find, 
of the thirty-eight primiparas, one decreased 
and two show no change. Of the sixty-two 
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multiparas, four show an increase in the in- 
terval between the contractions and but one 
shows no change, while twenty-seven show 
that the increase in the frequency of contrac- 
tions did not exceed one minute. On the 
other hand, a study of the duration of the 
contractions shows that four of the sixty-two 
cases show a diminution in the duration of 
the contractions after the use of the drug, 
and in two no change was noted. 

In comparing the frequency of contractions 
in multiparas with those of primiparas, we 
find that the interval between contractions is 
slightly longer in the former than in the 
latter, while on the whole the duration of 
contractions in multiparas is longer than 
that of the primiparas. 

These observations were made on women 
living in courts and alleys, mostly in the 
extreme lower section of the city, where the 
sanitary conditions, as well as the foodstuffs 
used, were far below what is necessary for 
the safety and comforts of life. The district 
is said to be the most malarious in the city, 
and taken all in all, the writer believes this 
class of women to be an ideal one for secur- 
ing the best results from any therapeutic 
agent whose benefits are supposed to be 
produced by its action as a tonic. 

There is great difficulty in determining 
just what amount of the increase both in the 
duration and frequency of contractions that 
are noted in these observations is due to 
the action of quinine; first, because it is well 
known that as the second stage of labor 
progresses the interval between contractions 
is diminished, as well as the duration of the 
contractions increased. The prompt increase, 
however, in the duration of contraction and 
the diminution of the interval between con- 
tractions, which is so uniformly shown to 
have occurred in his series of cases, and in 
the hands of twenty-five different observers, 
would seem to justify the belief that this 
drug does exercise a marked influence on 
the expulsive powers of the uterus; and the 
writer is satisfied that, given a woman whose 
muscular system is below par and an atonic 
condition of all the muscular structures of 
the body, he believes the administration of 
quinine, begun in the early stage of labor, 
will not only increase the expulsive powers 
of the uterus by its general tonic action, but 
it will also, through this same action, tend 
greatly toward lessening the dangers of 
septic invasion, which this class of cases is 
particularly liable to, owing to this impover- 
ished condition of the system. In other 
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words, it has been the writer's experience to 
find that uterine inertia, which is said by 
some to be so common, is extremely rare, 
and is found only in the class of cases that 
he has here described. From a large experi- 
ence, both in this class and a better class of 
cases, he is convinced that the so-called 
uterine inertia does not exist in any other 
class of cases than that where all the other 
muscles are tired, or, more properly defined, 
where there is general muscular atony, and 
he thinks quinine is useful in labor. 


A BLUNDER OR A CRIME. 





“Tt is worse than a crime, it is a blunder.” 
—TALLEYRAND. 

Those of us who are fond of history and 
literature will remember that Madame Roland 
as she was about to die exclaimed, “O, 
Liberty, Liberty, how many crimes are com- 
mitted in thy name!” and we feel as if in 
these days it would be well to paraphrase 
this sentence by the substitution of the word 
Science for Liberty, for it is a fact that 
Behring and his agents have applied for and 
received patents which are designed to give 
him sole control of the manufacture of the 
antitoxin of diphtheria. For years the orig- 
inal investigators of the German laboratories 
have deserved and received the admiration 
and respect of the scientific world because of 
their devotion to science for its own sake. 
For years the great teaching institutions of 
the world have sent their best young men to 
the German universities in order that they 
might receive that spirit of scientific ardor 
which, like the touch of the king’s sword, 
raised the servitor to knighthood, and this 
self -sacrificing spirit was perhaps the most 
important part of the benefit of a foreign 
trip. The rank commercialism of the pres- 
ent day has, however, entered those institu- 
tions of learning which have heretofore been 
above reproach, and we find that Behring’s 
scientific reputation is to be shadowed by 
venality and greed. 

This, however, is the least important part 
of this subject, and the scientific investiga- 
tions of other equally reliable, and more 
ethical, men, which have led to the possi- 
bility of Behring’s work, are to be used as 
stepping- stones for his benefit. Far more 
important is the question as to what influence 
the success of this application for a patent 
will have upon the lives of many hundreds of 
patients in the course of every year. Had 


equal commercialism governed Jenner, how 
many thousands of individuals would have 
died of smallpox, and what would have been 
the effect upon the universal limitation of 
the disease to-day had such an ethical error 
been perpetrated? Even though the life of 
the patent would have lasted but a few years, 
incalculable harm would have ensued. 

So far it has been taken for granted, in 
part at least, that Behring has a legal right to 
this product. This is not the case. Others 
had utilized the same principle years before 
he did so, and the literature of medicine 
teems with the papers of those who are in 
great part his leaders in the discovery of 
diphtheria antitoxin. Nor is this all, for his 
rights are so uncertain that other govern- 
ments will not issue protective papers to his 
monopoly, and only our lax American laws 
permit him to obtain a patent. 

There are times when the physician must, 
like our New England forefathers, leave the 
ploughshare of practise for the fight, and this 
is one of them, for it is a struggle of the rich 
and the poor against a terrible scourge and a 
strong monopoly, and the voice of the med- 
ical profession should be raised in no uncer- 
tain tone against this outrageous instance of 
grasping greed. Such greed often over- 
reaches itself, and the profession should 
remember that the Héchst Farbwerke, for- 
merly Meister, Lucius & Briining, who are 
the active agents in this matter, are depend- 
ent in large degree upon the favor of phy- 
sicians. ‘To what base uses have we come 
at last” if we can be used by such persons as 
the tools by which their dividends are paid? 
And are we as citizens of this great country 
and members of an equally great profession 
to sit quietly by while our scientific birthright 
is taken from us? Caveat emptor, let the 
buyer beware, of those who seek to practise 
the imposition. 


THE IMPORTANCE OF OUR FOREIGN 
LETTERS. 


This issue of the THERAPEUTIC GAZETTE 
contains two foreign letters in particular, 
namely, those from Berlin and Paris, which 
illustrate an important function of the THERA- 
PEUTIC GAZETTE in disseminating informa- 
tion in regard to the best treatment of disease. 
The Berlin letter records in an interesting 
way the opinions of Professor Koch as a 
result of his study of infectious diseases dur- 
ing his recent visit to Africa, and we are 
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particularly interested in his assertion that in 
a large number of instances the excessive 
use of quinine is responsible for the develop- 
ment of black-water fever, or malarial hem- 
aturia. This isa matter with which the readers 
of the GazeTTE are already familiar, for dur- 
ing the seven years in which the present 
editor has had charge of its columns a num- 
ber of important original, editorial, and 
progress items have been published on this 
subject. These statements of Koch’s, coming 
from such a high authority, are worthy of 
much attention; but it will be remembered 
that many Grecian and other physicians on 
the other side of the Atlantic have long held 
to this view, and that in the collective inves- 
tigation of malarial hematuria made by the 
editor of the GAzETTE a few years ago sim- 
ilar conclusions were discussed. Another 
important point in this letter is the question 
of the administration of large quantities of 
mercurials in the treatment of advanced 
nervous lesions of old syphilis. We are 
speedily learning that drugs that are power- 
ful for good when properly used are also 
powerful for harm. Much interest also at- 
taches to the résumé of the views of Laugen- 
hagen, of Cannes, concerning the treatment 
of muco-membranous enteritis, which will be 
found in the Paris letter. 

The Correspondence department is main- 
tained under a large expenditure, but we 
think the information obtained by our read- 
ers from these letters is a valuable addition 
to the GazettE, which is and should be 
universally appreciated. 


TUBERCULOSIS OF THE TESTICLE. 

Tuberculosis of the testicle does not, at 
least in current journalism, receive the at- 
tention which its comparative frequency, its 
diagnostic obscurity in its early and most 
amenable stages, and its important bearing 
on the general health would seem to warrant. 
The etiology, pathology, prognosis and treat- 
ment of the affection still remain to be settled, 
and certainly the experience of every surgeon 
is to the effect that the disease is usually well 
advanced before special treatment is sought. 

The means by which the tubercular infec- 
tion reaches the testicle are of course those 
by which the bacilli are carried to any point 
of the body. From the mass of clinical evi- 
dence it seems clear that this infection is 
usually a descending one from the prostate, 
that tuberculous epididymitis and orchitis 
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are commonly complicated by latent or ac- 
tive prostatitis—often by infection of the 
bladder and kidneys, sometimes by tubercu- 
lar lesion in remote parts of the body — 
and that in a fair proportion of cases the 
affection is an absolutely local one, the other 
organs being healthy. It may develop at 
any age, records having been published of 
infants and octogenarians being afflicted with 
this disease, but it is commonest at the period 
of lustiest life—z.e., early manhood. 

The normal testicle has toward the tuber- 
cle bacillus marked resistant powers, if Jacks’ 
observations can be trusted. These are to 
the effect that a tuberculous patient may 
secrete through a healthy testicle semen con- 
taining virulent tubercle bacilli. The favor- 
ing condition for the lodgment and growth 
of these bacilli is lessened resistance usually 
incident to gonorrheal inflammation, trauma, 
or physiological congestion. The latter is a 
factor of very great importance. The affec- 
tion is commonly bilateral (seventy-five per 
cent.), but rarely so synchronously. The dis- 
ease may remain in one testis or epididymis 
for weeks or months before the other be- 
comes affected. Under such circumstances 
it is possible that the prostatic affection may 
be secondary to that of the testicle, but more 
probable that it was primary. The onset of 
the disease is sometimes as sudden and vio- 
lent as is that of a gonorrheal epididymitis. 
The partial subsidence is rapid in these cases. 
As a rule the onset is insidious, and with in- 
flammatory symptoms or only slight ones; 
nodulations form in the epididymis, often 
about its upper portion first, but frequently 
in exactly the position characteristic of the 
induration following gonorrheal inflamma- 
tion. 

Preceding or accompanying these insidious 
cases there is often observed a slight inter- 
mittent gleety discharge, some frequency in 
urination, blood at the end of micturition, 
pus in the urine; a rectal examination will 
often show nodulation of the seminal vesicle 
or the prostate of the affected side. This 
slight gleet leads to error in diagnosis, the 
physician taking it for granted that a ure- 
thral discharge is necessarily of venereal 
origin. The nodulation in the epididymis 
may be the only sign of the affection, the 
genito-urinary tract remaining clean and the 
urine showing nothing abnormal on repeated 
examination.’ This is not commonly a rea- 
son for the conflicting views expressed as to 
the treatment appropriate to tuberculosis of 
the testes, and is to be found in the fact that 
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the disease exhibits a marked tendency to 
remain localized for a long period. There 
are many spontaneous cures reported. Tuber- 
cular involvement of any portion of the 
genito-urinary tract is commonly slow in its 
development. If the affection were invari- 
ably rapid, progressive, and as a rule became 
disseminated, the advisability of early extir- 
pation would so generally be recognized that 
but few words would have to be said as to 
treatment. As it is, the majority of surgeons 
advocate immediate partial or complete cas- 
tration as soon as the diagnosis of tubercu- 
losis of the testicle is clearly established. 
Theoretically this seems objectionable, be- 
cause of the apparently well established fact 
that the involvement of the testicle is generally 
secondary to foci of disease in the prostate, 
and that unless a vasectomy and prostatec- 
tomy are performed in addition to removing 
the testes the patient is ultimately not likely 
to be benefited. Asa matter of clinical ex- 
perience, however, it has been shown repeat- 
edly that after removal of a diseased testis 
and cord the infiltration distinctly perceptible 
on rectal palpation has subsided and a per- 
manent cure has been accomplished. R. 
Koenig reports many such cases. 

There is, however, a natural hesitation in 
advising even a unilateral castration when 
there is even a hope of saving the organ, a 
hesitation which unfortunately does not ob- 
tain in the consideration of the affections 
of the ovary. Moreover, men are exceedingly 
reluctant to have this operation performed, 
and if they can be told that even a small per- 
centage of cases recover without it, are prone 
to take these chances. 

The statistics of tubercular epididymitis 
and orchitis treated by non-operative means 
remain to be taken, but it is noteworthy 
that a surgeon as experienced and modern as 
Guyon counsels many of his patients to adopt 
those hygienic and climatic measures which 
have yielded such good results in pulmonary 
consumption and which have given him a 
large percentage of apparent cures. 

The advantages proven for operation are: 
That it at once removes a focus of infection 
and of possible dissemination, and this by a 
simple and safe procedure; that it removes 
an organ the physiological activity of which is 
already destroyed; that it exerts a distinctly 
modifying effect upon tuberculous infection 
of the prostate and tubercular cystitis; that 
in the distinctly localized cases it is abso- 
lutely curative. All these advantages seem 
to be shared by thorough removal) of the 


tuberculous foci, leaving as much of the 
testicle as seems healthy. When the disease 
is bilateral this procedure would seem par- 
ticularly to be indicated, because of the 
systemic influence of testicular tissues and 
because of the excellent results following it. 
The method is one which is steadily growing 
in favor. 

When a tuberculous testis first comes under 
observation the first thought should nct be 
to suggest operation. The effect of pressure, 
elevation and moist heat should first be tried. 
This is best applied by a shallow suspensory 
bandage made of mackintosh and gored at 
the sides and provided with lacings. The 
testicles are covered in by a layer of absorb- 
ent cotton, the suspensory is applied, drawn 
well up by the perineal shape and finally 
laced at the sides. The patient should at the 
same time be placed under the most favor- 
able hygienic conditions. If the disease is 
progressive the infiltrated foci should be 


removed with the curette or knife; if the - 


major part of the testes is involved complete 
castration is indicated, even though there be 
evidences of prostatic, vesical, or renal in- 
volvement. It is worthy of note that even 
patients presenting all the cardinal symptoms 
of renal tuberculosis may recover. 
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PULMONARY EMBOLISM FOLLOWING 
MERCURIAL INJECTIONS. 

According to Epstein the treatment of 
syphilis by injections of insoluble mercurial 
preparations presents, in a large number of 
cases, an incontestable superiority over other 
methods, and the practise should not be re- 
nounced unless the complications on the part 
of the lungs produced by embolism are fre- 
quent and grave. 

From 1892 to 1896, under the direction of 
Dr. Jadassohn, in Breslau, 227 men and 681 
women were treated with injections of insolu- 
ble mercurial preparations. In all, 8292 in- 
jections were made, ordinarily with thymol, 
mercury acetate, or mercury salicylate in 
liquid paraffin. Among these patients em- 
bolisms were ascertained as follows: In 1752 
injections in men; in 1ogo injections in 
women; and in 1185 injections in persons of 
both sexes. 

No deaths occurred in the cases of embo- 
lism; furthermore, all the patients were cured 
in a short time. The author does not concur 
in the opinion lately expressed several times 
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in favor of rejecting injections of insoluble 
mercurial salts solely because they may acci- 
dentally give rise to pulmonary embolism. 
He is, in this respect, in complete accord 
with the majority, not only of German phy- 
sicians, but of other physicians. 

According to Moller, the following rules 
should be carried out in order to avoid an 
injection into a vein and consequent pulmo- 
nary embolism: At first, the mass to be in- 
jected should be deposited in the gluteal 
region and as deep as possible, so that the 
injection is made above the muscles or in the 
superficial part of the gluteus. The upper 
gluteal region, above the horizontal line 
which touches the upper part of the great 
trochanter, presents the least danger from 
embolism. Mdller seizes a thick fold of the 
skin and of the subcutaneous tissue parallel 
with the median line and introduces the can- 
nula (which should be at least three.and a 
half centimeters long) for its entire length, 
following an oblique line in the direction of 
the fold of the skin and deep into the skin 
and the subcutaneous tissue in order that the 
injection may stop short of the muscle, or at 
least touch only the superficial part of it.— 
New York Medical Journal. 


REPORT ON THE PROGRESS OF SERUM 
THERAPY IN GENERAL—IN 
VIRGINIA ESPECIALLY. 

A committee of the Richmond Academy of 
Medicine and Surgery reports in the Virginia 
Medical Monthly of February 11, 1898, its 
conclusions in regard to this subject. An 
exhaustive report concludes as follows: 

Antitoxin is the most valuable remedy yet 
devised in the treatment of diphtheria. 

Its use is especially valuable in laryngeal 
cases. 

It should be employed at the earliest pos- 
sible moment after a diagnosis is made. 

The initial dose should be (according to 
the type and severity of the case) from 1000 
to 3000 units of a concentrated serum, and 
should be repeated according to indications. 

Local and other general treatment should 
not be neglected because antitoxin is used. 

As a prophylactic agent its value is un- 
questioned. 


INHALATIONS OF VINEGAR TO CONTROL 
NAUSEA AND VOMITING AFTER 
ANESTHESIA. 

The Philadelphia Polyclinic of February 26, 
1898, contains an article on this subject by 
Dr. J. T. Rucu in which he tells us that 
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many and varied are the methods proposed 
and used to overcome this disagreeable and 
frequently serious symptom, but all have 
proved only partially successful. In one of 
the Boston hospitals the injection of atropine 
prior to beginning the anesthetic was followed 
very carefully and for a long time on the 
principle that it would stimulate the inhib- 
itory vomiting center which was supposed to 
be paralyzed during complete anesthesia, 
which fact may be but one of the causes 
acting rather infrequently, but its use was 
only partially successful. The combination 
of morphine and atropine has been used but 
has not been found satisfactory. Bromide, 
chloral and other antispasmodics have also 
been administered with a varying degree of 
success. 

One of the simplest and most satisfactory 
methods of controlling this condition has 
been the administration of strong vinegar by 
inhalation. The use of vinegar in this man- 
ner for vomiting was first proposed in 1829 
and was practised from time to time by 
various surgeons, but it remained for Mack- 
enrodt to apply it extensively for vomiting 
following anesthesia, he probably having 
adopted it from the recommendations of 
earlier surgeons who lived in both the pre- 
and post-anesthetic days. Its beneficent 
action is explained by Lewin as due to the 
neutralization of the free chlorine, one of the 
products of chloroform, by the acetic acid. 
The chlorine acts as a marked irritant to 
the pharyngeal mucous membrane and in- 
duces vomiting, but it is neutralized by the 
acid, which soothes the irritated parts as well. 
Ether, however, is much more directly irri- 
tating to the respiratory passages during 
inhalation, but the vinegar gives as satisfac- 
tory results after it as after chloroform nar- 
cosis. The simplest explanation of its good 
effects is that its pungency stimulates—it be- 
ing too dilute to exert any irritative action— 
the respiratory mucous membrane, promotes 
the normal secretions and, by its soothing 
action upon the peripheral nerves of the 
parts, lessons the irritability of the pneumo- 
gastric or its centers, and the reflex condition 
of vomiting is controlled. Furthermore, that 
vinegar is a restorative and soothing stimu- 
lant to the respiratory tract and to the ner- 
vous system is well attested by its wide-spread 
use among the ladies in their vinaigrettes in 
place of “smelling salts.” In certain coun- 
tries the pungent qualities of the aromatic 
vinegar are used almost to the exclusion of 
the ammonia or lavender salts, and all be- 
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cause of the more refreshing effects following 
its use. 

Whatever the correct explanation may be, 
certain it is that, in cases which have been 
properly prepared for operation and whose 
stomachs have not been filled with blood 
during the operation, it almost, if not com- 
pletely, prevents vomiting. The method of 
administration is by saturating a towel or cloth 
with fresh, strong vinegar (preferably that 
made from cider), and holding it a few inches 
above the patient’s face, or hanging it from 
the bedstead, so that it will be near his head. 
It should be used directly after the anesthetic 
has been discontinued, and kept up continu- 
ously for hours. 

In one case, to which ether had been given, 
nausea began soon, but ceased in about one 
and a half minutes after using the vinegar. 
This was then removed, and the nausea re- 
turned, but again disappeared after the vine- 
gar was given. The action was so marked 
that the process was repeated five or six 
times so as to verify the conclusions, and 
each time the result was the same as at first 
noted, the patient quickly becoming quiet as 
though going under complete anesthesia. 

Another case was given chloroform for the 
removal of pharyngeal growths and swal- 
lowed considerable blood. Vomiting of the 
clotted blood occurred, but ceased immedi- 
ately after, and did not return. 

These have been duplicated by about 
twenty-five cases, in whom the action was 
almost uniformly beneficial. The relief from 
thirst to the patient is most marked, and the 
refreshing effect is both grateful and welcome 
to the sufferer. Its simplicity and efficiency 
commend its use to all having aught to do 
with such cases. It is also free from any 
toxic effects, and can occasion no harmful 
conditions. 


FOR WHAT PERIOD OF TIME CAN IM- 
MUNITY FROM DIPHTHERIA BE CON- 
FERRED BY A SINGLE INJECTION 
OF ANTITOXIN?—THE DOSAGE. 


This question is asked and answered as 
follows by MorriLt in the Boston Medical 
and Surgical Journal of March 3, 1898. 
From actual experience he states that we 
are perfectly justified in believing: 

That immunity in any given case, of no 
matter how thorough exposure to diphtheria, 
may be conferred, for at least ten days, by 
the injection of a small dose (100 to 250 
units) of serum, provided it is given twenty- 
four hours previous to actual infection. 





THE THERAPEUTIC GAZETTE. 


That a larger dose (250 units for a child of 
two, up to 500 units for one of eight or over) 
will confer safety for three weeks—or to be 
a little more conservative, for twenty days— 
under similar conditions. 

That no harm will result from the treat- 
ment in a vast majority of cases of sick chil- 
dren, and probably in no case of a healthy 
child, provided the serum used is up to the 
present standard of purity. 

In conclusion any one who thinks that 
antitoxin will prevent the occurrence of a 
follicular tonsillitis or of a coryza in an in- 
dividual who happens to have the Klebs- 
Loeffler bacillus in his throat or nose will 
be disappointed, for neither of these condi- 
tions constitutes a diphtheria any more than 
the coexistence of the pneumococcus in the 
saliva or a bronchitis constitutes a frank 
pneumonia. A physician who fails to 
promptly immunize the members of a fam- 
ily or close community in which diphtheria 
breaks out, neglects to do his duty by those 
whose safety lies in his hands, 


CANCER OF THE SKIN. 


Dr. GOTTHEIL writes on the treatment of 
this state in the /nternational Journal of Sur- 
gery for March, 1898. He says that among 
the arsenical pastes are those of Cosme, 
Esmarch, and Bougard. Cosme’s paste, as 
modified by Hebra, consists of: 

B Acid. arsenosi, I part; 

Hydrarg. sulphuret. rub., 5 parts; 

Ungt. aqua rosz, 40 parts. 
It is applied like that of Marsden, but, being 
weaker, should be removed every twenty- 
four hours, the parts washed, and the paste 
reapplied. This formula is not as desirable 
as that of Marsden. Its weakness causes 
danger of its absorption, and it does not pro- 
duce the requisite inflammatory reaction. 

Esmarch recommends the following paste: 

B Acid. arsenosi, I part; 

Morph. sulphat., I part; 


Calomel, 8 parts; 
Pulv. acaciz, 48 parts. 


It is open to the same objections as the paste 
of Cosme, and is but little used in this country. 
Bougard’s paste is active enough, but it 
must be used with caution, as it is liable to 
destroy the healthy as well as the patholog- 
ical tissue. Its formula is as follows: 
B Hydrarg. chlor. corros., I part; 
Acid. arsenosi, 2 parts; 
Hydrarg. sulpburet rubr., 
Ammon. chloridi, of each 10 parts; 
Farini trit., 
Amyli, 
Zinci chlorid. cryst., of each 120 parts. 























The various ingredients should be powdered 
separately, mixed in a mortar, and poured 
into the solution of chloride of zinc with 
rapid stirring to prevent lumping. The paste 
is applied on a cloth immediately after the 
preliminary curetting, and is allowed to re- 
main on for twenty-four hours. The poul- 
ticing and after-treatment is similar to that 
after Marsden’s paste. 

A mixture of arsenous acid with alcohol 
and water has been used with great success 
by Czerny and Trunecek. The formula is 
as follows: 

B Acid. arsenosi, I part; 

Spts. vini rect., 
Aque destill., of each 75 parts. 

After a preliminary curetting, or at least a 
thorough cleansing of the surface of the 
ulcer, the arsenical mixture, well shaken, 
is spread over it with a brush. It is allowed 
to dry on and the part is left without any 
dressing. Next day the ulcer is found cov- 
ered with a scab. Every day a new layer of 
the application is painted on, and the crust, 
gradually thickening, slowly changes in color 
from yellow through brown to black. The 
strength of the solution should be gradually 
increased during the later applications, until 
the proportion of arsenic in the mixture is 1 
to 100 or even 1 to 80. The scab, composed 
of necrotic cancerous tissue, gradually be- 
comes detached by suppuration, and can 
finally be removed. The arsenical mixture 
is again applied and the result watched. If 
a thin, easily detachable, yellow pellicle only 
is formed, it is claimed that the cancerous 
matter is all destroyed and the ulcer will 
heal up. If, however, a dark colored, tough 
and firmly adherent crust appears, the reverse 
is the case, and the entire course of treat- 
ment must be repeated. 

Treatment lasts from four weeks to three 
months. Objections to the method are the 
length of time required, and the fact that 
daily applications are necessary. Advan- 
tages are its comparative painlessness, the 
possibility of treating large areas of cancer- 
ous tissue at once, and more especially its 
applicability to carcinomata of the skin in- 
volving the mucosz, or situated upon the 
mucous membranes themselves. Its authors 
claim that the treatment does not affect the 
organism even when employed in the mouth. 

Finally, Hue has used arsenous acid hypo- 
dermically, employing the following formula: 

B Acid. arsenosi, I part; 


Cocain. hydrochlor., 5 parts; 
Aque destil. bulliens, 500 parts. 
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Several cubic centimeters are to be injected 
every three or four days into the cancerous 
tissue; it is claimed that the operation is 
not painful. Though his recoveries were 
only called “relative,” and his cases all in- 
operable ones, the hypodermic injection of 
arsenous acid may be found useful in cases 
of cancer situated upon the mucous surfaces 
or in localities where the applications above 
mentioned cannot be used. 

Cutaneous carcinoma is preferably treated, 
in the great majority of cases, by caustics, 
which give the best results with the least 
liability to return. 

Excision is to be reserved for those excep- 
tional cases in which, from location or ex- 
tent, the caustic treatment is inapplicable. 

Arsenous acid is the safest, surest and best 
of the caustics at our disposal, and seems to 
have a specific selective action upon the cells 
of the new growth. Pyrogallol may be em- 
ployed in the most superficial cases. 

In cases involving the skin alone, arsenic 
should be used, after curetting, in the form 
of Marsden’s paste. 

Where the mucosz are also or solely af- 
fected, arsenic can be used by the method of 
interstitial injection of Hue, or as a paint, 
as recommended by Czerny and Trunecek. 
The galvanocaustic point, the caustic potash 
stick and the chloride of zinc may also be 
employed. 

Cutaneous carcinoma, early and vigorously 
treated by the caustic method, is a very man- 
ageable disease, and of good prognosis. 


COMPARATIVE TREATMENT OF DIPH- 
THERIA; CASES IN PRACTISE. 


KILLINGSWORTH in the Western Medical Re- 
view of March 15, 1898, tells us that he visited 
with Dr. Von Grimm, when in New York 
City, twelve cases of diphtheria, of different 
severity. Once a day they were all treated 
with antitoxin, and not a death occurred 
when the antitoxin was used in the first 
twelve hours of the disease. There was a 
characteristic rash that appeared in four per 
cent. of the cases that he has treated and 
seen treated. He thinks the rash is due to 
the horse serum, and not to the antitoxin. 
Antitoxin does not prevent albuminuria if not 
administered in the first six hours of the dis- 
ease, and the paralysis appears after the 
antitoxin seems to have cured the diphtheria. 
Aside from these unfavorable complications 
in the late administration, antitoxin holds 
second place only to vaccination for prevent- 
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ing smallpox. Statistics in the greatest num- 
ber of cases and from the most different 
sources have proven its worth, for nearly four 
years’ employment of antitoxin in diphtheria 
has resulted in the saving of thousands of 
lives. Every claim that has been put for- 
ward for antitoxin has stood the test. Results 
from this treatment have been published by 
the hundreds. The testimony has been from 
the best men and of such high standing that 
the results can no longer be called into ques- 
tion by any one. It is simply the imperative 
duty of every physician to use the sgrum 
early in every case of diphtheria. The author 
says if he did not see a case early, say in the 
first twelve hours, he would use the antitoxin 
with the spray of chloral hydrate, potassium 
permanganate, and hydrochloric acid, with 
internal treatment as was indicated in each 
case. 


PRACTICAL MEASURES IN OBSTETRICAL 
EMERGENCIES. 

Marx in the Mew York Medical Journal 
of February 5, 1898, says that many men 
speak of frequent post-partum hemorrhages. 
He thinks these either denote faulty tech- 
nique on their part, or else they call every 
bleeding a true post-partum hemorrhage. He 
speaks of these hemorrhages as those where 
in a few moments from perfect health, in 
good spirits, the woman lies cold, collapsed, 
gasping for breath, with sighing, yawning, 
and all those symptoms which we all recog- 
nize too well as soul-stirring and marrow- 
freezing. There may be no external hemor- 
rhage, but the large, relaxed, boggy uterus 
tells the story but too well. Quick, precise 
action is required. No theoretical measures 
are to be thought of. Means that have stood 
the test of time must be used, and used at 
once, to bring on firm and good uterine con- 
traction. The writer has thrown aside every- 
thing but one of two measures. He counten- 
ances but one hot intra-uterine douche, and 
if this procedure does not bring about the 
desired result, he does not use irrelevant and 
dangerous measures, such as direct compres- 
sion, ice, persulphate of iron, lemon, vinegar, 
etc., ad infinitum, but proceeds to pack the 
uterus with gauze, toweling, or anything he 
has on hand. He never goes to a case with- 
out five yards of gauze being on hand. This 
is a surgical means of controlling hemor- 
rhage. The technique of gauze tamponade 
is simple: one hand over the uterus, while 
with the other the gauze is shoveled in, as it 
were, until no more can be introduced. So 


long as this gauze remains, bleeding cannot 
occur, for it acts mechanically in controlling 
the bleeding and actively stimulates the 
uterus to contraction. 

The after-treatment is simple: Postural 
treatment and stimulation by the needle, 
with large doses of strychnine given at short 
intervals; infusion of a saline solution, for 
the heart needs a fluid, not necessarily blood, 
to act upon. Intravenous transfusion is dif- 
ficult of application in those cases, for the 
veins are so small, so collapsed, that to find 
them is not only difficult, but valuable time 
is lost. Hypodermoclysis is all right if the 
needle and Davidson syringe are at hand, 
when a pint may be injected under each 
breast. But we have in the colon an avenue 
which greedily absorbs about all the fluid we 
can inject. The tube of a fountain syringe 
is slowly wormed two feet into the bowel and 
the salt water allowed to run in, at the same 
time elevating the buttocks to allow the force 
of gravity to act in getting in the fluid higher 
and higher. It is remarkable how much fluid 
a colon will absorb under these conditions, 
and how little is expelled. The author had 
one case where one pint was injected every 
hour for twenty-four hours with most bril- 
liant results. The water should be hot, and 
it would not be amiss to add to the salt solu- 
tion strong coffee, or liberal doses of cognac 
or whiskey. Ergot is of little value in these 
cases when given by mouth, for Hemmeter 
has shown that it takes at least a quarter of 
an hour to act. As an adjuvant, ergot (or 
“ergot aseptic”) might be given hypoder- 
mically, but deep into the outer side of the 
thigh. 

Hemorrhage from the cervix, while not so 
fatal in its immediate action, can in a rela- 
tively short time exsanguinate a patient. Its 
causes and prophylaxis do not enter into dis- 
cussion in this paper. The diagnosis is 
simple enough, if in the presence of a well 
contracted uterus hemorrhage from the 
vagina and vulva can be excluded. Its 
treatment is self-evident, but by what means? 
Powerful traction from below by bullet for- 
ceps or pressure from above, both causing an 
artificial prolapse of the organ, has in his 
hands, by putting the uterine arteries on the 
stretch, caused a cessation of the hemorrhage. 
Direct pressure for ten minutes, the thumb 
and index-finger of one hand directly grasp- 
ing the angle of the tear, has answered in 
others; or, to the same end, clamps inserted 
well above the angle of laceration. Further 
surgical measures would be the firm utero- 
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vaginal tamponade. These are the varieties 
of treatment when direct suture and needle 
are not on hand. The writer only advocates 
primary trachelorrhaphy in the presence of 
hemorrhage, and not, as many have advo- 
cated, in all cases of laceration. The uni- 
versal application of sutures is condemned for 
the reason that if the accoucheur has been 
surgically clean deep tears will in the largest 
number of cases heal spontaneously. If the 
rent is sewed up and strict cleanliness is not 
observed, sepsis will arise and union not 
occur. The author speaks of a case where 
the physician sewed so thoroughly that the 
entire uterine canal was closed and not a 
drop of lochia could escape. But in the 
presence of cervical hemorrhage we recog- 
nize the only condition for the primary oper- 
ation. In itself the operation is simple. 
Place the woman on the back, artificially 
prolapsing the uterus by direct pressure, or 
pulling down the cervix to and through the 
vulva—in other words, delivering the cervix 
into the world—passing as many sutures as 
are required, and tying them tightly; for, 
since we are operating upon a uterus which 
will rapidly involute, in which the parts are 
congested and swollen, bleeding might occur 
or the wound gape from ligatures that in this 
wise become loose from not being tied tightly 
enough. 

Following this technique, it is as easy to 
sew up a rent cervix as it is to operate upon 
the peritoneum. Hemorrhage from the 
vagina is rare, and requires simple suturing. 
Spouting from the clitoris, while apparently 
a simple matter to treat, is one which has 
puzzled the writer in finding the source of 
the hemorrhage. Direct pressure, or a su- 
ture passed beneath the bleeding vessel, will 
teadily control the condition. 


TREATMENT OF TABES. 


EuLENBURG (Deutsche Medicinische Woch- 
enschrift, Oct. 28, 1897) first refers to the 
new conception of tabes as a disease of the 
sensory neuron. At first the treatment of 
tabes was looked upon as useless. As re- 
gards prognosis each case must be individ- 
ualized. Besides pursuing at one time a 
more rapid and at another time a slower 
course, the disease may become stationary 
€ven in its earlier stages, so that a relative 
recovery may be spoken of. This arrest of 
the disease may give rise to error in estima- 
ting the value of a given treatment. Nothing 
is expected nowadays from derivative and 
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revulsive measures, and the same may be 
said of the silver treatment. The improve- 
ment that may take place under treatment 
by electricity, by baths, and by the local 
application of heat or cold, cannot be satis- 
factorily explained. The value of antisyphi- 
litic treatment is difficult to estimate. The 
author agrees that a large percentage of 
sufferers from tabes have previously had 
syphilis, but syphilis is not the sole or essen- 
tial cause of the disease. Thus antisyphilitic 
treatment cannot be described as a radical 
treatment. Relative recovery is not more 
common under antisyphilitic treatment than 
under other methods. Cases of tabes with pre- 
vious syphilis may improve with or without an- 
tisyphilitic treatment. Harm may sometimes 
be done by injudicious antisyphilitic treat- 
ment. Eulenburg emphasizes the value of 
morphine and strychnine under certain cir- 
cumstances in this disease. Potassic iodide, 
antipyrin, antifebrin, etc., are of uncertain 
value in the pains of locomotor ataxia. As 
regards so-called organotherapy, treatment 
by spinal cord extract and by Brown- Se- 
quard’s fluid, has been tried. The author 
says that he has used spermin in subcutane- 
ous injection in bad cases with considerable 
improvement. Nerve stretching ought never 
to be resorted to. Suspension, etc., may pro- 
duce improvement, especially in the ataxia. 
The author speaks highly of Frenkel’s treat- 
ment of ataxia by compensatory exercises. 
Thus the ability to work may be preserved 
or even recovered. The question of sending 
patients to health resorts is next discussed; 
it must, of course, largely depend on the 
means of the patient.— British Medical Jour- 
nal, Feb. 26, 1898. 


PICRIC ACID IN ECZEMA. 


AUBERT (These de Paris, No. 32, 1897) 
says that speaking generally picric acid is 
indicated in those forms of eczema in which 
the inflammation is acute and superficial, and 
where the lesions are mostly epidemic. The 
keratoplastic action of the remedy cannot 
display itself in the chronic forms of eczema 
accompanied by induration of the skin and 
particularly by epidermic thickening; picric 
acid is incapable of modifying these chronic 
lichenoid eczemas, On the other hand, the 
keratogenic properties of the agent find an 
excellent field of action in acute eczemas with 
swelling of the integument, superficial ulcer- 
ation, and weeping. Under its influence the 
inflammation rapidly subsides, and the acid 
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forms on contact with the ulcerated and 
oozing surfaces a protective layer composed 
of coagulated proteid substances and of epi- 
thelial débris under which healing takes place 
rapidly. Picric acid has the further advan- 
tage that it immediately stops itching; this 
effect is produced in chronic as well as acute 
forms of the disease. In acute eczema a cure 
is effected in from ten to fifteen days. The 
method of use is as follows: A solution of 
twelve grammes of picric acid in one liter 
of tepid boiling water is painted over and 
somewhat beyond the affected surfaces; the 
parts are then wrapped in lint wrung out of 
the same solution, and over this is placed a 
covering of cotton-wool. It is important that 
oiled silk should not be used, otherwise 
maceration of the surface is pretty certain 
to occur. The dressing should be renewed 
every two or three days. Brousse recom- 
mends that before the picric acid is applied 
the cutaneous surface should be washed with 
a solution of boric acid.— British Medical 
Journal, Feb. 26, 1898. 


MAGNESIUM SULPHATE IN TROPICAL 
DYSENTERY. 


In a brief note to the British Medical Jour- 
nal of February 26, 1898, THoRPE extols the 
usefulness of this drug in dysentery. He 
asserts that the value of magnesium sulphate 
in dysentery does not appear to be generally 
known, judging from the scanty reference to 
it in the text-books, but he indorses Dr. 
Wyatt-Smith's experience of it from his own. 
In two cases under the author’s care on 
board Her Majesty’s gunboat Peacock, then 
lying in the Yang-tse-Kiang River, China, 
five years ago, one was treated with ipecac- 
uanha, and eventually died in the Shanghai 
hospital with extensive gangrenous ulceration 
of the bowel; the other was given drachm 
doses of a saturated solution of Epsom salts, 
in combination with ten minims of dilute sul- 
phuric acid, every hour, as described in Zhe 
Lancet of October 4, 1890, and recovered 
without a single complication. 

So striking and immediate was the effect 
of magnesium sulphate on the symptoms, 
that in any future case of dysentery the 
writer states he will give it first trial, before 
resorting to ipecacuanha with its uncertain 
action. Considering the number of cases 
which occur in the ships of the Royal Navy 
serving on the coasts of China and the East 
Indies, he thinks that this method of treating 
the disease should be more widely known. 


Wiglesworth states that he was much inter- 
ested in the memorandum communicated by 
Dr. Wyatt-Smith in the British Medical Jour- 
nal of January 29 on the treatment of tropical 
dysentery by magnesium sulphate, as he can 
fully corroborate all his statements. For 
several years in Nicaragua, Central America, 
he treated dysentery with ipecacuanha, and 
notwithstanding its vaunted efficacy he can- 
not say that he knows of one single case 
which derived much benefit from it. The 
“text-books” say that a patient suffering 
from dysentery can retain large doses of 
ipecacuanha in a remarkable manner; but in 
his experience this is far from being correct, 
although anti-emetics were in all cases given 
previous to its administration. It was not 
until he read in a medical paper the treat- 
ment of dysentery by magnesium sulphate 
and dilute sulphuric acid that he had any 
success. He then gave half-ounce doses of 
a saturated solution of magnesium sulphate 
and fifteen minims of dilute sulphuric acid 
every two hours, with milk diet, and in the 
words of Dr. Wyatt-Smith it “acted like 
magic.” In most cases pain and all traces 
of blood disappeared from the stools in 
twenty-four hours, and there was of course 
a complete absence of the distressing nausea 
which is always present in the treatment by 
ipecacuanha. 

If the magnesium sulphate treatment were 
carried out, in the majority of cases trop- 
ical dysentery would be shorn of half of its 
terrors. 


PNEUMONIA IN PRIVATE PRACTISE. 


M. Howarp FusseELi writes under this 
title in the Medical News of March 5, 1898. 
He points out that in a disease in which, in 
fully one-half of all cases, treatment is appar- 
ently ineffectual, and in which recovery is 
frequent even when treatment is not at- 
tempted, the cases not being seen by a 
physician, one must speak of the value of 
remedial measures with great diffidence, 
especially as regards drugs. Much good 
may be accomplished by proper treatment, 
and it is criminal to permit a patient with 
pneumonia to be wholly without treatment, 
but the author believes that the administra- 
tion of drugs or the use of local applications 
have absolutely no effect upon the course of 
this disease. In his opinion proper treat- 
ment consists of rest and care of the heart. 
Rest is certainly the most essential point in 
treatment. In a case the writer details, the 
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patient was doing well; there was no sign of 
collapse. He saw her at ro a.M., at which 
time the temperature was normal and the 
pulse slow and steady. She arose from 
her bed, walked around the room, and 
within two hours was dead from failure 
of the circulation. 

Another case, seen in consultation, in which 
resolution was progressing nicely, the tem- 
perature normal, the patient had violent 
post-febrile delirium. The action of her 
heart, which had previously been good, 
became rapid and irregular. A few hours’ 
rest, obtained by means of morphine, caused 
the heart’s action to become regular, and the 
patient is now well on the way to recovery. 

Rest should be as absolute as possible. 
The patient should not be allowed to rise 
to have a movement of the bowels, but 
should use the bedpan. If delirium is pres- 
ent, a hypodermic injection of morphine 
should be given. The author states that 
he once acted as nurse for a noted homeo- 
pathic physician who could not be restrained 
in bed; he was maniacal, attempting to climb 
out of the window, etc. His pulse was very 
rapid. A hypodermic injection of one-eighth 
of a grain of morphine put him to sleep; his 
pulse fell to roo and was for the time much 
improved in quality. A consultation of his 
homeopathic attendants resulted in detention 
in bed by physical force. The delirium con- 
tinued, and the patient finally died. 

The next most important part of treatment 
is care of the heart, in regard to which rest 
is, of course, the prophylactic measure. When, 
in spite of absolute rest, the heart begins to 
fail, strychnine, digitalis and whiskey must 
be used. Strychnine, given hypodermically, 
will frequently abort a threatened collapse 
and carry the heart over a critical period. 
It has been said that such treatment is not 
rational, because it is but a whip to the jaded 
horse. That it is a whip is true, but if the 
tired heart can be made to make an extra 
effort and pull the load over the last acclivity 
it may be all that is necessary to insure re- 
covery. In all cases of impending heart 
failure Fussell gives strychnine hypodermic- 
ally in one-twentieth grain doses every three 
hours. Its value was well illustrated in one 
of the writer's cases, a man aged forty-seven 
years, with double pneumonia and moderate 
fever, who progressed nicely until the sixth 
day. The heart’s action then became rapid 
and the respirations reached the extraordi- 
nary rate of seventy per minute. This con- 
dition continued from 7 a.m. until midnight. 
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For some unknown reason strychnine had 
not been used, though oxygen, digitalis and 
whiskey had been employed to the fullest 
extent. At 8 a.m. a hypodermic injection of 
one-twentieth of a grain of strychnine was 
given, and was followed by some relief. It 
was repeated at 10 p.m. and also at midnight. 
By 2 a.m. the respirations had fallen to fifty, 
and from this time on convalescence was 
rapid. Digitalis and whiskey are valuable 
agents in pneumonia, but in an emergency 
their action is not to be compared with that 
of strychnine. 

The author has never employed venesec- 
tion in pneumonia. In one case it seemed to 
be demanded, but was refused. With aconite 
and veratrum viride he has had no experi- 
ence, having always been afraid to use them. 

In all of the author’s first cases of pneu- 
monia a jacket poultice was employed. It 
was troublesome, unclean, and uncomfort- 
able, and except under certain conditions 
was soon discarded. Where there is much 
pain, and consequent embarrassment of 
breathing, the application of a poultice 
which envelops the whole chest affords such 
immediate and striking relief that its use 
seems justified. 

When pain is severe, a small hot poultice 
over the affected area will give relief. Cot- 
ton jackets he still uses, knowing that they 
accomplish little or nothing except perhaps 
to quiet the minds of the patient and friends. 

A cold bath when the temperature is high 
gives the greatest relief, and under its influ- 
ence a delirious patient will frequently go 
quietly to sleep. In one of his cases, in 
which the patient died with a temperature of 
107° F., he believes the fatal termination 
might have been prevented by the applica- 
tion of cold. 

Local applications of ice to the affected 
side are theoretically correct. They certainly 
relieve pain, but his own experience with 
them has not been encouraging. He still 
employs them when there is a tendency to 
hyperpyrexia. 

The pain, which is frequently the most 
annoying symptom, can best be relieved by 
the application of ice, a poultice, by means 
of cups, and, lastly, by the administration of 
opiates. 


THE SYMPTOMATOLOGY AND TREAT- 
MENT OF THE COMMON CLINICAL 
FORMS OF LITHEMIA. 

The Medical Record of March 26, 1898, 
contains an article by BARNEs upon this sub- 
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ject. In the section dealing with treatment 
he expresses the belief that the treatment of 
lithemia is generally very satisfactory, both 
in avoiding the distressing paroxysms and in 
securing freedom from the symptoms more 
or less constantly present. The two cardi- 
nal rules which sum up the whole subject 
are: eliminate the toxic agents which cause 
the symptoms, and avoid nitrogenous food, 
from the metabolism of which the toxic 
agents result. It is often a matter of con- 
siderable difficulty to feed lithemics properly, 
because generally a complete change in diet 
is necessary, and the monotony of non-nitrog- 
enous food is very unpleasant. 

Milk, vegetables and cereals are the best 
food for lithemics, and all cases marked by 
pronounced symptoms should be kept strictly 
to the above articles. However, in the man- 
agement of most cases it is necessary only 
to direct the patient to eat sparingly and 
of simple food, and to caution particularly 
against overindulgence in food of any kind. 
Stress should be laid upon the latter, because 
it is certain that overeating constitutes the 
cause of many cases of lithemia. To pre- 
scribe proteids entirely means to eliminate 
from the dietary most of the ordinary arti- 
cles of food, and this is practically impossi- 
ble. Indeed, some nitrogen in the food is 
necessary to replace the waste occasioned by 
metabolism. Meat, fish, poultry, eggs, tea 
and coffee should occupy an inconspicuous 
place in the dietary; while carbohydrates, 
fats and milk should make up the list from 
which the patient can choose. Vegetables 
in general and fruits are well borne; so also 
are cereals and small quantities of cheese. It 
is not necessary to eschew meat entirely; it 
may be allowed in small quantities at the 
midday meal, if special injunctions are given 
that moderation must be observed. The meat 
may be stewed, as recommended by Kolisch, 
by which process it is deprived of most of 
the extractives. If desirable, boiled fish or 
poultry in small quantities may be substituted 
for the meat. It is observed that occasion- 
ally certain vegetables and fruits disagree 
with the patient, in which case the offending 
article must be avoided. Other foods to be 
interdicted are salads of all kinds, fries, sweet 
articles—such as preserves, candies, pastries 
—and malt liquors. Spirits, as a general 


rule, are injurious, but the writer has ob- 
served that their moderate use in some cases 
is not disadvantageous. 

Not infrequently the sudden change in the 
chemical composition of the diet will, as Haig 
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pointed out, cause an increase in the severity 
of the symptoms. This condition, however, 
is explained on physiological grounds, and, 
because evanescent, should be ignored. Dur- 
ing this period of exaggeration of symptoms 
it is well to insist upon freedom from the 
cares of business and a few days’ rest in bed. 

The fact that the causative toxic agents are 
eliminated by the kidneys, bowels and skin 
gives the clew to the medicinal treatment of 
lithemia. These emunctories should all be 
gently stimulated by non-irritating agents. 
The treatment is best begun either by a brisk 
mercurial purge or with small doses of calo- 
mel and soda, given until free catharsis is 
produced. If constipation be a marked 
feature, this must be overcome by carefully 
adapted doses of cascara, given preferably 
in glycerin once or twice a day as the case 
requires. 

The drugs which, in the writer’s experi- 
ence, produce the best results as general 
eliminants are the phosphate of sodium and 
the bitartrate of lithium. The salts of lithium 
have for a long time enjoyed the reputation 
of being of especial value in the treatment of 
lithemia. A series of experiments conducted 
by him to determine the relative values of 
the citrate, carbonate, and bitartrate of lith- 
ium in these cases was conclusive as to the 
vast superiority of the last mentioned salt. 
Not only is it a better diuretic, but it seems 
to have a specific eliminative power on the 
alloxuric bodies, which are probably the 
cause of the lithemic manifestations. Fur- 
thermore, its prolonged use is unattended 
by any disturbances whatever. 

While it is necessary to secure satisfactory 
bowel movements, it is equally important to 
avoid drastic purgation, as this interferes 
with free diuresis. In most cases the phos- 
phate of sodium has the desired laxative 
effect; moreover, its cholagogue action in 
these cases is particularly valuable. The 
best routine treatment for most cases of 
lithemia consists of the administration of 
the phosphate of sodium in drachm doses 
once a day, taken preferably in a glass of 
hot water before breakfast, and from five to 
ten grains of bitartrate of lithium taken in a 
glass of water three times a day. These 
quantities must, of course, be varied to suit 
individual cases. One drachm of phosphate 
of sodium may sometimes be repeated to ad- 
vantage in the course of a day, but the quan- 
tity of the lithium salt must be determined by 
the amount of diuresis produced. One, one 
and one-half, or two of the effervescing lithia 


























tablets, three times daily in a glass of water, 
will be found to meet the requirements of 
nearly all cases. In accordance with Klem- 
perer’s observations, that drugs calculated to 
eliminate toxic agents resulting from faulty 
nitrogen metabolism are given to best advan- 
tage about four hours after a meal, the writer 
has followed the rule in the administration of 
the bitartrate of lithium, and has obtained the 
happiest results. 

In nervous dyspepsia, chronic gastric ca- 
tarrh, myalgia, and very often in migraine, 
the prognosis is favorable; but in those cases 
in which the clinical pictures are almost 
identical with these affections, but in which 
a lithemic condition is present, antilithic 
treatment is the only method attended with 
good results. There can be little doubt as 
to the accuracy of this statement; its truth 
the writer has many times demonstrated to 
the satisfaction of himself and others. 

The value of the salicylates in the treat- 
ment of lithemia is, in the writer’s opinion, 
decidedly negative. Their powers of elimi- 
nation have been greatly overestimated. It 
is true that their ingestion is followed by in- 
creased excretion of uric acid, but this is due 
to an increased production of this constitu- 
ent. It is well known that the salicylates 
increase leucocytosis; and, as Horbaczewski 
demonstrated, much of the uric acid excreted 
comes from the catabolism of the nuclein of 
the leucocytes. It is, therefore, manifestly 
improper to administer a remedy which 
causes increased production of any of the 
alloxuric bodies. Just at this point the writer 
expresses an opinion, based upon several 
years of clinical observations, concerning the 
therapeutic value of the salicylates in those 
affections for which they are commonly given. 
In acute rheumatism they are of decided 
value as analgesics; but in many cases of 
chronic rheumatism, and in all cases of lith- 
emia and gout, they are of doubtful thera- 
peutic effect. 

The excretory activity of the skin is best 
maintained by frequent bathing. Hot-water 
baths, taken either every day or on alternate 
days, are of positive value in the treatment 
of lithemia. The reputation of the many 
lithia waters is probably due more to the water 
they contain than to any of the salts; at any 
tate they are not to be relied upon, exclusive 
of other medication. Good pure water, taken 
frequently during the day in liberal quanti- 
ties, is to be commended. 

The general treatment above detailed — 
viz., the use of a non-nitrogenous diet and 
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frequent bathing, the administration of phos- 
phate of sodium and bitartrate of lithium, 
given preferably in the form of effervescent 
lithia tablets—will generally suffice to rid 
lithemics of not only the distressing bilious 
and migrainous paroxysms, but also of the 
symptoms referable to the gastro - intestinal 
tract. 

The two classes of headaches mentioned 
above have yielded to this treatment when 
cannabis indica, the iodides, salicylates, 
methyl blue, and the host of other remedies 
ordinarily used for obstinate headaches, have 
failed. It is often necessary to treat indi- 
vidual symptoms when pronounced enough 
to occasion distress. In those cases in which 
the symptoms of acid dyspepsia are more or 
less constantly present, which symptoms occa- 
sionally culminate in an attack of biliousness 
or “sick-headache,” the remedy popularized 
by Dr. J. P. Crozer Griffith has given excel- 
lent results. It is an alkaline aromatic, the 
formula of which is: 

B Ol. caryophylli, f 3 j; 

Sodii bicarb., f 3 ij; 
Chloroformi, gtt. cxx; 
Tr. cardamomi comp., q. s. ad f 3 iij. 
M. S.: Teaspoonful to be taken after each meal. 


The writer has found the efficacy of the 
above mixture increased by the addition of 
the oil of cajuput in doses of from five to 
ten minims. In this class of cases, particu- 
larly those in which there are present much 
flatulence and other symptoms of intestinal 
indigestion, associated with headaches, a 
compound tablet of beta-naphthol 3 grains, 
eucalyptol } grain, guaiacol } grain, thymol 
4 grain, given three times daily, is of value. 
The best results are obtained in the gen- 
eral treatment of lithemia by adopting a 
brisk eliminative measure during the first 
two weeks, then reducing the quantities of 
the drugs for the second fortnight, then 
again reducing to a minimum, or intermitting 
them entirely for the fifth and sixth weeks. 
In many cases small doses of phosphate of 
sodium and bitartrate of lithium, given con- 
tinuously, will keep the symptoms in abey- 
ance. 


THE TREATMENT OF CRUSTA LACTEA, 
OR INFANTILE ECZEMA. 

Dr. KisTLER of Allentown, Pennsylvania, 

in the Medical Record of February 12, 1898, 

writes on this topic. After stating that the 


occurrence of this affection in infants and 
children under four years of age is common, 
its clinical appearance marked, and the op- 
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portunity for its complete observation by 
every practitioner of medicine frequent, he 
goes on to describe his method of treat- 
ment. 

Milk tetter occurs among the rich as well 
as among the poor, and is a most annoying 
affection, not only to the little sufferer, but to 
the mother or nurse who has charge of the 
case, when sleep is so frequently disturbed 
by the child’s distress. In the etiology of 
infantile eczema, an inherited or congenital 
tendency to eczematous inflammation may 
exist, and such cases as a rule are more diffi- 
cult to cure than cases in which the active 
cause can be demonstrated. 

There are three chief indications to be ful- 
filled in attempting to cure this distressing 
complaint, namely, elimination, palliation of 
local distress, and correction of malassimila- 
tion and restoration of strength—which latter 
are, indeed, the main factors. 

For elimination, calomel in purgative doses 
—one to two grains (preferably tablet tritu- 
rates), according to age—the object being to 
stimulate the liver and to obtain a perfect 
clearance of the stomach and bowels; the 
dose to be repeated according to circum- 
stances—once, twice or thrice a week, as the 
patient’s condition may indicate. 

For alleviation of local distress, itching, 
etc., the benzoated oxide of zinc ointment is 
an old but capital application to soothe and 
protect the skin. The following is another 
excellent dressing : 

B Salicylic acid, 2 parts; 

Bismuth subnitrate, 40 parts; 
Corn-starch, 15 parts; 
Ointment of rose water, 100 parts. 

These ointments should be spread thickly 
on pieces of muslin and carefully applied, 
especially in the moist variety. When there 
is merely a dry squamous form of the affec- 
tion present, and in the face, the ointment 
can be rubbed over the surface of the skin. 
These salves may be repeatedly applied until 
a thick, white and rather dry coating forms 
upon the surface of the skin, which greatly 
lessens the itching and the redness, and 
allows a healthy epidermis to form. Soap 
and water are powerful agents to aggravate 
this existing inflammatory condition, and the 
frequent washing of an infant or child affected 
with eczema is to be strenuously interdicted. 

The third indication, restoration of strength, 
is accomplished by correcting the malassimi- 
lation and restoring the blood to its normal 
condition. The best agent for effecting this 


is that valuable alterative tonic, arsenic; 
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Fowler’s solution, in doses of one to three 
drops, according to age, may be given. It 
should invariably be conjoined with iron; the 
ammoniated citrate, so readily soluble in cold 
water, combined in proper doses, is a very 
convenient and efficient preparation for this 
purpose. The same should be administered 
three times a day. The elixir of gentian and 
tincture of chloride of iron in suitable doses 
are also an eligible tonic and stomachic in 
this class of patients. 

Hygienic and dietetic measures must like- 
wise not be neglected. 


PRIMARY TREATMENT OF POST-PAR- 
TUM HEMORRHAGE. 


M. W. Curran, of New York, writes a 
valuable paper on this subject in the Medical 
Record of February 12, 1898. He points out 
that it is our obvious duty in these cases to 
compare them with the parallel obvious duty 
in ordinary surgery. A man’s leg is rapidly 
cut off by a circular saw. From a multitude 
of small mouths spurts the arterial blood. In 
a few moments, unless prevented, the amount 
of available blood in the body will sink below 
that necessary to keep going the most im- 
portant nerve centers. What is to be done? 
Should the surgeon douche the wound with 
hot or ice-cold water, or pour styptics over 
its spouting surface, or set to work and 
methodically tie all these vessels from the 
raw surface? He would laugh at the ques- 
tion, because here the procedure has been 
settled once for all on scientific grounds, and 
he knows for certain the one thing he must 
do first. The success of all depends on this 
primary duty, which is to compress the main 
vessels at once, and not until all the oozing 
or spouting was secured in detail would he 
relax this pressure. Let us consider the 
condition of the patient at this time. The 
abdominal wall has been stretched to its 
utmost for many months over the enlarging 
uterus. Now the uterus is emptied of all 
resisting contents, and the walls fall limp and 
flaccid over the abdominal cavity. The mus- 
cles, which normally might prevent by their 
firm contraction, are now powerless, and 
many weeks must elapse before they are 
again capable of resisting the pressure of a 
hand placed upon them. In this condition 
it is the easiest thing in the world for the 
obstetrician’s hand to find and compress any 
structure in the abdomen. The aorta is 
placed in front of the one resisting firm 
material left, the lumbar spine. 
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Between the obstetrician’s hand in front 
and the vertebre behind the aorta can be 
absolutely shut; no more blood can pass, and 
no more blood will be lost. What remains in 
the bleeding vessels below the occluding 
hand when the driving power of the heart is 
shut off tends to clot, especially at their open 
extremities; what blood remains in the circu- 
lation above is kept for the use of the all-im- 
portant nerve centers, and as more and more 
blood comes in from the veins, especially of 
the lower extremities, for the vena cava is 
carefully avoided, this reserve increases and 
respiration and circulation in the most im- 
portant parts are increasingly provided for, 
while all the time the tissues which require 
rest, the ultimate ligatures, the uterine mus- 
cular fibers, are obtaining and profiting by 
that rest and becoming more and more fit to 
do the work of which they are perfectly 
capable when once they have recovered their 
condition. When necessary time has elapsed 
and their contractility has returned, then and 
then only is the time for their stimulation. 
What would be thought of the surgeon who 
held the femoral artery for a minute and 
then let it go before the vessels were closed 
on the wound front, and what is to be 
thought of the advice given by some leading 
authorities ? 

Barnes says: “I have occasionally derived 
advantage from it, and look upon it as a 
momentary resource.” 

Playfair thinks that “as a temporary ex- 
pedient it should be borne in mind and 
adopted when necessary.” 

Jewett considers it “very effectual as a 
temporary expedient.” 

Lusk thinks that “compression of the aorta 
through the abdominal wall is capable of 
rendering temporary service.” 

“Should all these measures fail, try to 
compress the abdominal aorta.” 

It is precisely this half-hearted advice, 
which has a dozen resources in stock and 
trusts none of them, which is to blame for 
the general muddle-headedness of mind 
which is bound to result from a consultation 
of authorities. If one thing does not succeed, 
try something else; but the patient should no 
longer be considered doomed, for whom the 
physician is bound to do everything, in order 
to cover his reputation at the inevitable in- 
quest. 

Macewen has “effectually controlled the 
abdominal aorta by throwing the weight of 
the body on the aorta through the closed 
right hand, placed a little to the left of the 
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middle line, the knuckles of the index-finger 
just touching the upper border of the umbil- 
icus. With the left hand the arrest of the 
blood current is ascertained by feeling the 
femoral at the brim of the pelvis. Only 
enough weight to arrest the femoral pulse is 
required. If the patient vomits or coughs, 
the pressure must be increased, lest the hand 
be lifted from the aorta by the abdominal 
muscles.” 

In order to compress the abdominal aorta, 
it is not necessary but rather injurious to 
move the patient from the ordinary dorsal 
position. With the patient lying, as she 
usually does, flat on the back, the obstetri- 
cian’s hand is easily applied under her with- 
out even disturbing the coverings of the bed, 
and avoiding exposure, which is the sine gua 
non of all remedial measures. The ulnar sur- 
face of the closed left hand—the physician 
standing on the right-hand side of the patient 
—should be laid gently but firmly across 
the aorta, which should then be compressed 
against the spine, while the right hand should 
feel for and compress the uterus. The hands 
may be changed from time to time, but the 
compressing hand should never be lifted 
until the other is in position above or below 
it and has taken up control of the vessel. The 
time during which compression is needed will 
vary with every case, and must depend wholly 
upon the cessation of hemorrhage and on no 
other factor. It is convenient and always 
necessary to have an assistant at hand, who 
may relieve the tired muscles of the original 
attendant. Two points are of great impor- 
tance: First, inasmuch as the solar, epigas- 
tric and mesenteric plexuses lie over and 
around the aorta, pressure must be shifted 
upward or downward from time to time. 
The pressure on the aorta does not matter, 
but too long continued pressure upon any 
one point of the sympathetic does. Secondly, 
when pressure is taken off ultimately it must 
be very gradually done. The uterus should 
be felt to be firmly contracted; the aortic 
pulse should be firm, strong, and fairly slow; 
and the effect of releasing the current should 
be most carefully watched. If there is the 
least return of flow, the uterine ligatures are 
not yet to be trusted and compression must 
be resumed. This, then, is the primary duty. 
Once done and persisted in from the earliest 
possible moment until the desired firm con- 
traction has been obtained and can be mani- 
festly relied upon, the patient is safe as far 
as any earthly means can make her; and, 
with the entire self- possession which perfect 
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security gives, the physician can quietly and 
without needless hurry put into force the 
secondary measures which are to bring about 
the secondary result—namely, the firm and 
lasting uterine contraction. All these second- 
ary measures require an appreciable amount 
of time for their satisfactory action; more- 
over, they all act best on muscular fiber which 
is recovering or has recovered its contrac- 
tility. In this alone is seen the fatal mistake 
of considering them of primary importance, 
and of wildly flying from one to the other, 
vainly seeking for a result which the inherent 
conditions present render impossible or at 
best extremely improbable. These second- 
ary measures are: hypodermic injections of 
ergotin, brandy by mouth or rectum, raising 
the foot of the bed, hot bottles around the 
trunk, wrapping the head in hot flannel, 
kneading gently the uterus with the disen- 
gaged hand, removal of any clots or placental 
débris—which now that the main source of 
blood-supply is shut off can be done with far 
more safety, because with calmness and de- 
liberation—and examination of the os, cervix 
and perineum for tears, and their repair. 

But it may be said that this advice is only 
theoretical, and that no cases are on record 
to prove it. The writer states that he sus- 
pects that the method is more in use among 
practical men than one would suppose from a 
perusal of the literature on the subject. Prac- 
tising autotransfusion as described for cere- 
bral anemia, when aortic pressure is an easier 
and better method, or using Monsell’s solu- 
tion as a styptic, with its danger of producing 
gangrenous endometritis and secondary in- 
fection, in preference to applying the hand 
to the aorta, may be in favor with the savants 
of the profession, but hardly with another 
human being endowed with a healthy per- 
ception of the fitness of things, and who 
by experience realizes that in every case, 
whether complicated by retained placental 
fragment, torn cervix, or any other condi- 
tion, the one and only measure of primary 
importance in the treatment of post-partum 
hemorrhage is compression of the aorta. 


GLAUCOMA AND THE INFLUENCE OF 
MYDRIATICS AND MYOTICS UPON 
THE GLAUCOMATOUS EYE. 


Dr. EDWARD JACKSON contributes to the 
American Journal of the Medical Sciences for 
April, 1898, an article with this title. With 


reference to the use of mydriatics, he thinks 
we are justified in saying that in general they 
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should not be applied to eyes that are glau- 
comatous or upon the verge of glaucoma. In 
such eyes the dilatation of the pupil they 
commonly produce is dangerous, and may 
cause increase of intra-ocular tension, which, 
if not speedily relieved, will do permanent 
damage. But the risk of this effect from a 
mydriatic is not to be guarded against by 
fixing an age limit before which mydriatics 
may be considered safe and after which they 
should not commonly be employed. In the 
great majority of eyes a mydriatic cannot 
cause glaucoma at any time of life, while, 
on the other hand, a few patients are af- 
fected with the disease even from childhood. 
The danger is best guarded against by bear- 
ing in mind the symptoms of glaucoma, and 
always looking for them before ordering a 
mydriatic, especially by a careful ophthalmo- 
scopic examination. 

In very rare cases careful examination may 
not reveal the imminence of glaucoma, yet 
when the mydriatic has been used the out- 
break may occur. In such a case the usual 
remedies for glaucoma should be promptly 
resorted to. The mydriatic should be stopped 
and iridectomy strongly urged. With the 
proper iridectomy promptly done the prog- 
nosis for complete permanent cure is excel- 
lent, the results being decidedly better than 
in cases discovered at a later stage when the 
glaucomatous outbreak has occurred spon- 
taneously. Indeed, if the patient permits 
the proper, immediate treatment of his case, 
the fact that an outbreak of glaucoma has 
been evoked by the use of a mydriatic is 
probably a cause for congratulation rather 
than for regret. For the eye was, in all 
probability, doomed to the disease, and the 
earlier application of the remedy gives the 
better chance for complete and permanent 
cure. 

The author believes it would be perfectly 
proper, after explaining the matter to the 
patient, and getting his assent to prompt 
iridectomy if it should be indicated, to use 
homatropine as a test for the presence of 
glaucoma at the earliest stage in doubtful 
cases. 

If the patient refuses iridectomy, eserine 
should be promptly resorted to in such 
strength and with such frequency as may 
be necessary for the reduction of the pupil. 
In the case of a glaucomatous outbreak fol- 
lowing the use of a mydriatic more persistent 
in its action than homatropine, it would be 
proper to shorten the period of mydriasis by 
tapping the cornea and evacuating the aque- 

















ous humor, preparatory to the efficient use 
of eserine. 

In any case of glaucoma in which the 
pupil is firmly bound down by adhesions, or 
is otherwise so fixed that mydriasis cannot 
cause thickening of the iris opposite Fon- 
tana’s space at the angle of the anterior 
chamber, especially if the application of eser- 
ine aggravates the symptoms, it is justifiable 
to apply atropine or some other mydriatic, 
and in a small proportion of cases such appli- 
cations will be of marked benefit. 

Myotics are beneficial in glaucoma only 
when the pupil is still movable—that is, 
chiefly in the earlier stages. When not ben- 
eficial, they are usually distinctly injurious. 

If for any reason iridectomy cannot be 
done, myotics are always to be tried in the 
earlier stages of the disease. If they cause 
marked improvement they may be continued 
so long as the improvement persists. If they 
reduce the eye tension they may be con- 
tinued so long as they keep the tension 
down; if they promptly relieve attacks they 
may be continued so long as attacks are 
rendered less severe and frequent, and leave 
no permanent impairment of function, either 
of central vision or of the field, in the inter- 
val. But in the vast majority of cases there 
will come a time when the influence of the 
myotic, although still favorable, is less favor- 
able than it has been; and after this it is 
liable to rapidly lose its power to do any 
good at all. Hence, whenever this period 
arrives the patient should be warned that the 
myotic is insufficient, practically worthless, 
and an operation, preferably iridectomy, 
gives the only chance for escaping complete 
blindness and, perhaps, intense suffering. 


PILOCARPINE IN CHORIO-RETINITIS AND 
VITREOUS OPACITIES. 


The Ophthalmic Record for February, 1898, 
contains an editorial by de Schweinitz on this 
theme. Soon after the introduction of the 
alkaloid of the Pilocarpus jaborandi into the 
general medical armamentarium, the atten- 
tion of ophthalmologists was directed to its 
value in ocular therapeutics, quite independ- 
ently of any local action which it exercised 
upon the accommodative apparatus or the 
intra-ocular tension. Its extraordinary in- 
fluence as a diaphoretic, as a remedy which 
facilitated the removal of effusions, and as a 
medicament which seemed, under certain cir- 
cumstances, to powerfully stimulate and alter 
the nutrition of diseased areas, and even of 
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tissues that were not diseased—for example, 
the hair bulbs—led to its use for the relief 
of exudative inflammatory affections, espe- 
cially when located in the uveal tract. Some 
of the results following the use of this remedy 
in the treatment of irido-choroiditis with 
vitreous opacities, equatorial choroiditis with 
circumscribed choroidal atrophy, diffuse in- 
filtration of the retina and hyalitis, and even 
the neuro-retinitis of Bright’s disease, as 
recorded by Landesberg in 1881 and von 
Schroeder in 1883, were strikingly favorable, 
and as its efficiency became established it 
was soon recognized as an important remedy 
in the management of cases of this character. 

Although clinical experience has not indi- 
cated its utility in the management of kera- 
titis, for example, of the interstitial variety, 
it has proved its great use in certain types of 
iritis and irido-cyclitis—as, for example, those 
recorded by Buller some years ago—its value, 
in the writer’s experience, being particularly 
great in the iritis and kerato-iritis which: 
sometimes seem to be of gonorrheal origin, 
and even in those varieties which are prob- 
ably gouty in nature. 

Not only, however, does the remedy seem 
to be active when it is used in large and di- 
aphoretic doses, but also when employed in 
more moderate amounts. Thus, in 1892, in 
the Archives of Ophthalmology, Dr. James A. 
Spaulding contributed an excellent practical 
paper on idiopathic vitreous hemorrhages, 
concluding that the most efficient treatment 
of this affection required the hypodermic use 
of small doses of pilocarpine, believing, more- 
over, that it was not necessary to produce 
visible physiological effects for the remedy 
to be useful in the eye. Shortly afterwards, 
in the THERAPEUTIC GAZETTE, the writer 
described a treatment of vitreous opacities 
with the fluid extract of jaborandi, and re- 
ported a number of cases in which the 
vitreous had cleared under the influence of 
the drug when the opacities were hemor- 
rhagic in origin, and also when they had 
been associated with types of quiet iritis and 
low-grade choroiditis. None of these cases, 
of course, were of syphilitic origin. 

Recently Dr. Howard F. Hansell (Phi/a- 
delphia Polyclinic, Nov. 20, 1897) has pub- 
lished a most suggestive and instructive 
paper on the use of pilocarpine in non- 
syphilitic central retino-choroiditis. In one 
case the vision was raised from 20-200 to 
20-—20(?) in a month, and in another case from 
20-50 to 20-20 in one week; in two other 
cases there was marked visual improvement. 
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Dr. Hansell’s description of the action of 
pilocarpine under these circumstances is so 
clear that it is quoted in his own words, 
namely: “The efficiency of pilocarpine is 
to be attributed to the inordinate activity 
of the lymph system induced by its presence. 
By depriving the peripheral vessels of a large 
portion of their fluid contents those of the 
internal organs meet the deficiency, thus 
eliminating morbid products, together with 
physiologic excretions.” An interesting fact 
in connection with Dr. Hansell’s cases is that 
potassium iodide and mercury had been 
previously exhibited in large doses with- 
out avail. 

A word as to the manner of administra- 
tion. Pilocarpine is to be preferred and 
the hypodermic method should be adopted. 
If in rare instances this is not advisable, or 
is strenuously objected to by the patient, 
equally good results, although perhaps not 
so promptly or actively produced, may be 
secured by enemas of the fluid extract of 
jaborandi. The hypodermic dose of pilo- 
carpine may vary from a twelfth to a sixth 
of a grain, under ordinary circumstances, 
and should be repeated every second, third 
or fourth day, according to the patient’s 
power of resisting so active a remedy. Now 
and then, probably owing to idiosyncrasy, 
very disagreeable results follow its use, as 
no doubt has been the experience of every 
surgeon who has employed it. Thus, there 
may be marked nausea, evidences of pulmo- 
nary edema, and occasionally serious cardiac 
depression. It has been the writer’s habit to 
administer about an hour before the injection 
thirty drops of chlorodyne. The use of this 
remedy in this manner has been advocated 
by so high an authority as the professor of 
therapeutics in the University of Pennsyl- 
vania, and will usually prevent the nausea. 
During the days devoted to the pilocarpine 
treatment, small doses of tincture of digitalis 
may with advantage be administered, tending 
as they do to prevent cardiac depression and 
to steady the circulation. Occasionally a pa- 
tient will be found who curiously resists the 
action of pilocarpine, while in others the rem- 
edy, instead of exciting diaphoresis, will ex- 
ceptionally produce the untoward symptoms 
already noted. 


TREATMENT OF HEMOPTYSIS. 


The Clinical Journal of January 5, 1898, 
contains an article by Biss on the treatment 
of hemoptysis. 


He believes that in the treat- 
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ment of pulmonary hemorrhage some stress 
must be laid in the first place upon the moral 
management of the patient. The alarm he 
naturally feels should be relieved by the as- 
surance—if it can be truthfully made, as in 
most cases it can—that the hemoptysis is not 
likely to prove fatal. He should be enjoined 
to be restful and quiet, and care should be 
taken to avoid the injudicious fussing of rel- 
atives and others around the bed. 

Should the patient be found lying upona 
bed or couch, it ought to be carefully con- 
sidered whether it be wiser to move him or 
to leave him undisturbed; but the writer 
thinks in any case the effort should be made 
to loosen, and if possible to remove, all tight 
clothing, not by taking the clothes off, which 
would be extremely injudicious, but by loosen- 
ing or cutting them open as far as may be 
possible without unduly disturbing the pa- 
tient. The examination of the chest by per- 
cussion and auscultation should be avoided, 
except so far as listening to the breathing 
over the front of the chest, for the site of the 
hemorrhage may frequently be determined in 
this way. The sensations of the patient are 
not a safe guide, and must be regarded with 
caution. The importance of ascertaining the 
source of the hemorrhage, where this is pos- 
sible, is great, for over that spot we should 
apply the ice-bag if we decide to use it; and 
in some cases when a patient has bled pro- 
fusely into one lung, and is half suffocated in 
consequence, an appropriate change of posi- 
tion may enable him to cough up the blood 
which has collected, and avert impending 
asphyxiation. 

Opinions are divided as to the advisability 
of applying ice to the chest; some think that 
it does no good, others think that it tends to 
induce catarrh. The writer is of the number 
who believe that in many cases this is a 
valuable’ method of treatment, and ought un- 
hesitatingly to be adopted. He has not seen 
it produce catarrh, and he has many times 
seen it do at least apparent good. More- 
over—and this is a point of some importance 
—the feeling that a means of treatment 
which appeals strongly to his senses is being 
employed for the arrest of the hemorrhage 
has a soothing effect upon the patient’s mind. 
The same remark applies to dry cupping, but 
this is not altogether unobjectionable on ac- 
count of the physical disturbance which it is 
apt to produce, and he does not recommend it. 

Whether the cough ought or ought not to 
be relieved in any given case of hemoptysis is 
a question which must be decided at the bed- 














side. Unless the cough is severe it does not 
need treatment; on the other hand, if it is 
necessary for the purpose of clearing the 
lungs of blood, it is a great question whether 
good would be done by checking it. There 
is, however, an intermediate class of cases in 
which it is most desirable to reduce the fre- 
quency and severity of the cough, and in these 
cases he thinks a hypodermic injection of mor- 
phine is to be preferred to any other means. 

Patients spitting blood, especially soon 
after they have begun to spit blood, and if 
in large quantity, are frequently restless and 
alarmed; sometimes, on the contrary, they 
are passive and half collapsed. In cases of 
nervous excitement he thinks the employ- 
ment of opium in some form is most desir- 
able, for in no other way can we so effectively 
secure that quiescence of body and mind 
which is necessary to the well-being of the 
patient. 

In hemoptysis it is generally, not to say in- 
variably, advisable that the bowels should be 
opened as soon as possible, and be kept freely 
opened; for as the abdominal circulation is 
capable of containing a large part of the 
total amount of blood, it is not unreason- 
able to believe that the induction of brisk 
bowel action by means of purgatives will 
cause a large amount of blood to pass into 
the intestinal vessels, and that this may tend 
to reduce the tension of the circulation else- 
where. He lays stress upon this point, not 
only on account of its intrinsic importance, 
but because he has frequently found in cases 
of hemoptysis that patients have been treated 
without any regard to these considerations, 
the bowels having been kept confined by the 
administration of astringents and opium, 
sometimes without design, and sometimes 
from a belief that the patient is in a more 
favorable position if spared the exertion of 
defecation. This need not be feared, how- 
ever, if the patient is properly nursed. It is 
unnecessary to say that he should not leave 
the recumbent posture, and that the use of 
the bedpan should be enjoined. He does not 
recommend the administration of enemata if 
they can be avoided, for many persons be- 
come excited under their use, and the rest- 
lessness induced by the application of a 
remedy to which an objection is felt might 
induce further bleeding. Probably nothing is 
better than the immediate administration of 
five grains of calomel, followed by a saline 
purgative at an appropriate interval; after 
which free action of the bowels may be main- 
tained by adding to the mixture to be given 
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some sulphate of magnesia along with a car- 
minative, such as syrup of ginger, in sufficient 
quantity to produce two or three watery 
stools daily. 

Our knowledge as to the exact pharmaco- 
logical action of most of those remedies 
which are in repute as remote astringents 
is very imperfect, and even in some cases 
contradictory; and for this reason it is doubt- 
ful whether there is any advantage in the 
administration of certain drugs which in days 
gone by have been held in regard as internal 
styptics. Among these may be named gallic 
acid and ergot, the former of which is objec- 
tionable on account of its tendency to con- 
stipate the bowels; and as to the latter, there 
is some reason to believe from recent re- 
searches that while it contracts the smaller 
systemic arteries it ‘has no effect upon those 
of the lungs, and that it may indirectly tend 
rather to raise the tension of the pulmonary 
circulation. There is very little evidence to 
show that hamamelis, dilute sulphuric acid, 
and other astringents of this class, have any 
definite effect upon the small vessels of the 
lung. More, perhaps, may be said for tur- 
pentine, the action of which in the hemor- 
rhage of purpura and scurvy is recognized to 
be of great value. In many cases the writer 
leans to its employment conjoined with sul- 
phate of magnesia, and sometimes opium also. 


REPORT OF TWENTY-NINE CONSECU- 
TIVE INTUBATIONS FOR DIPHTHE- 
RITIC CROUP, WITH TWENTY- 
SEVEN RECOVERIES, ALL 
TREATED WITH ANTI- 

TOXIN. 

WaxuaM, of Denver, has made a report of 
twenty-nine cases of intubation with the com- 
bined use of antitoxin in the Archives of 
Pediatrics for March, 1898. All the cases 
were seen in consultation, and in all of them 
the operation was urgently required. Three 
were under two years of age, with two re- 
coveries, or 6624 per cent.; eight were two 
years old, with eight recoveries, or 100 per 
cent.; six were three years old, with six re- 
coveries, or 100 per cent.; six were four years 
old, with five recoveries, or 8334 per cent.; 
two were five years old, with two recoveries, 
or 100 per cent.; and four were six years old, 
with four recoveries, or 100 per cent. Total, 
twenty-nine cases with twenty-seven recov- 
eries, Or 93.1 per cent.,a mortality of only 
6.9 per cent. This great reduction in the 
mortality is to be attributed to the full and 
free use of antitoxin in all the cases. 
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THE TREATMENT OF MIGRAINE. 


At a recent clinical lecture given at the 
Hospital Laennec by HirrTz, this subject 
was considered. After a historical résumé of 
the various forms of treatment which have 
been recommended for this painful condition, 
he mentions the fact that Pare practised 
excision of the temporal artery, Avicenne 
employed opium and absinthe, Tissot com- 
mended the use of venesection and emetics, 
and the tincture of cocchinella and Paullinia 
Sorbilis have acquired celebrity in its treat- 
ment. Sydney Ringer has employed an 
infusion of half to a drachm of chamomile 
to combat the attack. Antipyrin is of ad- 
vantage in some cases, the dose varying with 
the individual. As much as forty-five grains 
may be needed for the cure after an attack 
has once thoroughly begun. The relief ob- 
tained from the antipyrin may be increased 
by giving with it eight or ten grains of bi- 
carbonate of sodium. If the stomach is non- 
retentive antipyrin may be given in the dose 
of thirty to forty-five grains by the rectum, 
with twenty to thirty drops of laudanum. 
Often caffeine given by the mouth or hypo- 
dermic injection is useful. The following 
preparation is used: 

B Caffeine, 


Benzoate of sodium, of each 4 drachms; 
Peppermint water, 4 ounces. 


A coffeespoonful of this solution may be 
given every two hours. 

For hypodermic use the following may be 
employed: 

B Caffeine, 40 grains; 

Benzoate of sodium, 45 grains; 

Distilled water, 150 grains. 
Thirty minims of this may be given hypoder- 
mically. 

Acetanilid and phenacetine may be given 
in other instances, usually in the dose of four 
or five grains four or five times a day. On 
the principle that the attack may be due to 
spasm or paralysis of the blood -vessels, 
nitrite of amyl may be employed in those 
cases with high tension, and ergot in cases of 
low tension. Brunton’s recommendation that 
full doses of sodium salicylate should be 
given combined with bromide of potassium 
is mentioned, and Schumann's statement that 
methylene blue is of service in spasm of the 
blood-vessels is mentioned. It may be given 
in capsules in the dose of two grains three or 
four times a day. Full doses of cannabis 
indica are also suggested, and it should not 
be forgotten that sometimes eye strain is re- 
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sponsible for the condition. As a prophylac- 
tic the following may be employed: 
B Sulphate of quinine, 45 grains; 
Powdered digitalis, 20 grains; 
Syrup, a sufficient quantity to make 30 pills. 
One every night continued for several months. 


If the patient is rheumatic or gouty care- 
ful attention should be paid to his diet. 
Alkaline mineral waters, such as are ob- 
tained at Carlsbad, Tarasp or Vichy, are 
used. Such cases may also receive the fol- 
lowing pill: 

B Valerianate of quinine, 15 grains; 

Extract of colchicum, 4 grains; 
Extract of digitalis, 4 grains; 
Extract of aconite, 2 grains. 
Make into ten pills and give one at night after dinner. 


When migraine is due to neurasthenia it is 
much benefited by living in the country, by 
moderate muscular exercise, and avoidance 
of professional occupations. Arsenic is also 
a remedy not to be forgotten, and hydro- 
therapy, static electricity and psychotherapy 
are valuable adjuncts to treatment.— Journal 
des Praticiens, Dec. 11, 1897. 


THE TREATMENT OF ACUTE EDEMA OF 
THE LUNGS DUE TO AORTIC LESION. 


La Presse Médicale of March 5, 1898, ad- 
vocates the following treatment in this con- 
dition: 

In the presence of severe valvular lesions 
it is necessary that the patient shall lead a 
regular life, shall not be fatigued, shall be at 
least nine hours in bed, and shall rest for 
two hours after each of her principal meals. 
The diet should consist of broths, well cooked 
tender meat, fish, light wines and sparkling 
waters, and moderate amounts of coffee and 
tea. Small quantities of liquid should be 
taken with each meal so as not to overload 
the stomach. In the way of medication it 
will be well every week or two to alternate 
with small doses of iodide of potassium and 
theobromine. A rectal injection should be 
taken daily amounting to about a pint of 
warm water to keep the bowels active, and 
it is well to have the body energetically 
rubbed with flannel dipped in alcohol for ten 
minutes every day. Should the physician be 
called to see a case during an acute stage of 
illness when these prophylactic measures 
cannot be instituted, or should the patient 
subject herself to unusual fatigue or excess- 
ive eating, she may be suffering from a 
sensation of palpitation, retro- sternal pain, 
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cardiac anguish, general wretchedness, im- 
paired respiration, and cough. The cough 
may be dry or it may bring up small quan- 
tities of whitish mucus; more rarely it is 
pink or even red in hue. The expectoration 
usually becomes more abundant after an 
attack has lasted some time. If the difficulty 
in respiration is very severe the patient may 
break out into a cold sweat and may have 
cyanosis, turgid jugulars, and great anxiety 
for air and a feeling of impending death, the 
pulse being small and rapid; the extremities 
may feel cold, and rales will be found dis- 
tributed throughout the chest, particularly at 
the two bases. There may be some dilata- 
tion of the right heart. The movement of 
the thorax is tumultuous owing to the irregu- 
larity of the heart’s action. 

The diagnosis in the presence of such 
symptoms will probably be acute asphyxia, 
edema of the lung with functional trouble of 
the cardio- pulmonary plexus. The indica- 
tions to be met will be to overcome the 
congestion of the lung, to correct disorder 
of the vascular system, to improve the tone 
and regularity of the cardiac systoles, and to 
reassure and comfort the patient. In some 
instances immediate resort to venesection 
should be had, and it may be necessary to 
give some powerful cardiac and nerve stimu- 
lant. 

The definite treatment consists in the ap- 
plication of mustard plasters over the ster- 
num, bleeding from the median basilic vein 
to the extent of five or six ounces, the 
inhalation of a few drops of sulphuric ether 
poured upon a handkerchief, hot applications 
to the trunk and to the lower extremities, 
and it may be a hot foot-bath. Assure the 
patient, with an air of calmness and author- 
ity, that she will recover. It may also be 
advisable to inject hypodermically into the 
abdominal wall thirty to sixty minims of the 
following solution: 

B Caffeine, 40 grains; 

Benzoate of sodium, 45 grains; 

Distilled water, 2% drachms. 
In the way of nourishment small draughts of 
hot or cold milk may be given. Absolute 
rest in bed is to be insisted upon in some 
cases; if the bowels are at all confined a 
mercurial purge will be of advantage. After 
the acute attack passes off the diet should 
consist of milk in small quantities given 
either hot or cold every two hours. An egg 
may also be given each day. Care should 
be taken during recovery that exercise is not 
resorted to too early. 
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CONCERNING CATARACT EXTRACTION— 
A REVIEW WITH COMMENTS. 

Dr. G. E. DE SCHWEINITZ, the well known 
ophthalmologist of Philadelphia, contributes 
an interesting article embodying his views on 
this subject to the Ophthalmic Record for 
February, 1898. In his belief, in corneal sec- 
tion the disposition to make the incision 
exactly through the corneo-scleral junction, 
or through the transparent margin of the 
cornea, continues to be general, the height 
of the flap, or in other words, the extent of 
the corneal periphery which is included, 
varying according to the method of extrac- 
tion which is adopted. It is generally con- 
ceded that for the proper expulsion of the 
lens in combined extraction, a flap embracing 
about one-fourth of the corneal periphery is 
sufficient. When the cataract is large, it is 
safer to include fully one-third of the corneal 
periphery. For the extraction of full-sized 
cataracts by the uncombined or simple 
method, the section may comprise nearly or 
even wholly the upper half of the cornea. 
Variations from these dimensions, however, 
are common, according to the experience 
and judgment of individual operators. In- 
deed, there can be no arbitrary rule—the 
probable size of the lens and the character 
of the cataract are the governing factors. 

If, as Knapp has long advised, the knife 
remains in the same plane throughout, and 
the blade is turned neither forward nor back- 
ward at the completion of the section, a small 
conjunctival flap results, which is rather an 
advantage than otherwise. In Professor Snel- 
len’s operation the incision occupies half the 
circumference of the cornea, and lies in the 
apparent corneo-scleral margin. A large, 
broad, conjunctival flap is made after the 
section of the corneo-scleral margin is com- 
pleted. This conjunctival flap possesses sev- 
eral advantages: it conserves the vitality of 
the cornea, promotes healing, and prevents 
iris-prolapse. The procedure has been com- 
mended by Berry, Landolt and other opera- 
tors, but, owing to the hemorrhage which 
sometimes follows the formation of conjunc- 
tival flaps, they have been condemned by 
so experienced an operator as J. A. White, of 
Richmond. 

It will be remembered that the late Dr. 
Williams, of Boston, was accustomed to make 
a Lebrun incision, and to place a small suture 
in the apex of the flap. His son, Dr. C. H. 
Williams, after simple extraction, when a 
small conjunctival flap remains, places in the 
flap one to three sutures. A strong advocate 
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of suture after extraction is Kalt, in France. 
The reviewer is impressed with the value of 
a conjunctival flap, and although he has not 
used sutures to close the wound after extrac- 
tion, he has placed them with advantage 
after excision of a prolapsed iris. 

Differences of opinion in regard to the 
best method of performing capsulotomy con- 
tinue. It would seem that peripheral capsu- 
lotomy, as practised by Knapp, possesses the 
greatest advantages, if it is understood that 
needling of-the capsule later on is a neces- 
sary procedure—is, in other words, as Knapp 
has stated, the final stage of cataract extrac- 
tion. An opening by means of a central 
crucial incision possesses disadvantages, but 
these are not present if the incisions are 
made in the form of a T. Excision of the 
center of the capsule with forceps is usually 
reserved for those cases in which there is 
manifest thickening of this membrane. Nev- 
ertheless, as is well known, the routine prac- 
tise of capsulotomy with forceps is advocated 
by many experienced operators. 

The disposition to perform “simple ex- 
traction’”’ continues to be very general, or 
perhaps the procedure has found more uni- 
versal favor, although now and then an oper- 
ator of experience has decided to return to 
the “combined method.” There seems, how- 
ever, to be a greater tendency to select cases, 
or rather to separate those suited to the 
operation with iridectomy from those suited 
to the operation without excision of a piece 
of the iris. To be sure, the old fear of 
prolapse of the iris, which for a time was the 
chief objection to simple extraction, is pass- 
ing away. Indeed, Berry has gone so far as 
to state that iris-prolapse, if the operation is 
performed after the manner of Snellen, need 
not be considered. He is, as are most sur- 
geons, however, careful to make an iridec- 
tomy if the iris does not at once undergo 
easy, spontaneous replacement, or if it is 
not readily replaceable by the ordinary 
methods. 

It is interesting to note the character of 
cases selected for the combined method of 
extraction. Thus, Berry excludes from sim- 
ple extraction cases of hard, nuclear, black 
cataract in old people, and of overripe cata- 
ract with capsular opacities and disease of 
the suspensory ligament; also cases in which 
there is a very shallow anterior chamber, and 
in which there is a foreign body in the lens, 
or in which there are iritic adhesions. So, 


too, he prefers combined extraction in nerv- 
ous and unruly patients. 


In addition to the 
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cases catalogued by Dr. Berry, the reviewer 
considers those in which the ball is hard, the 
lens large, and the iris not readily dilata- 
ble, or where there is ciliary irritation and 
the cataract is not yet ripe, more suited to 
the combined than to the simple method. 

Now and then reports of an attempted 
revival of the extraction of cataract in the 
capsule appear. For example, Gradenigo 
after section ruptures the zonula through its 
entire length with a small hook and then 
delivers the opaque lens. 

With reference to the treatment of pro- 
lapse of the iris as a complication of simple 
extraction of cataract, a good many surgeons 
follow Knapp’s advice to cut off the prolapse 
and reduce the edges of the iris if it is dis- 
covered within a few hours after its occur- 
rence; if it is not seen early, to allow it to 
remain until the eye is quiet, when, if there 
is staphylomatous bulging, the protrusion 
may be abscised, or, in other words, treated 
as a staphyloma of the cornea. 

The conservative treatment of iris-pro- 
lapse, however, even when discovered early, 
is gaining ground, as may be inferred from 
the recent communications on this subject by 
Dr. Robert L. Randolph, Dr. Joseph A. 
White, and others. Under suitable banda- 
ging the prolapse flattens out and operative 
interference seems rarely indicated. In the 
discussion just referred to, the doubtful value 
of eserine in restoring a prolapsed iris was 
emphasized, because, as Dr. Randolph points 
out, it is apt to heighten the condition of 
irritation and does not seem to have much 
power in pulling the iris into place. Atro- 
pine, on the other hand, does not increase the 
hernia and lessens irritation. It is taken for 
granted that a compress bandage is —_ 
during the treatment. 

While the belief of Dr. John E. ow ex- 
pressed two years ago, that “it will not be 
long before the artificial methods of ripening 
cataracts will be entirely abandoned,” may not 
yet have been realized, it is safe to state that 
the practise of ripening cataracts, whether 
by discission, Férster’s method, or the Boerne 
Bettman, or the White-Pooley operation, ap- 
pears not to have gained favor with the pro- 
fession. If patients will not wait for Nature’s 
method of ripening, it seems preferable to ex- 
tract the unripe lens, and if necessary to deal 
with remnants by secondary discission. In- 
deed, Elschnig believes that all senile cata- 
racts in patients over fifty are readily remov- 
able, whatever the condition of nucleus and 
cortex, and he is ready to extract as soon as 














vision becomes too poor to permit the patient 
to follow his ordinary vocation. 

It is desirable that more information should 
be available with reference to the duration of 
treatment and the visual acuity after the ex- 
traction of unripe cataract. Statistics thus 
far published are quite as favorable as those 
relating to ripe cataract. This information 
is particularly needed on account of the fre- 
quent advertisements in the public prints of 
methods of absorbing cataracts employed by 
irregular practitioners. Patients, naturally 
depressed by a period of semi-blindness, are 
apt to be deluded by these advertisements 
into undergoing treatment, which, to put it 
mildly, is at least valueless. 

From the very fact that preliminary iridec- 
tomy is usually recommended in cases where 
serious complications are apprehended, or 
where for any reason an extraction in one 
eye has terminated unfavorably, we may 
assume that there is a well-founded faith 
that this procedure improves the patient’s 
chance of recovery. It would not be pos- 
sible to discuss the advantages and disad- 
vantages of preliminary iridectomy in this 
brief review, nor indeed is it necessary, as 
the whole subject has been very elaborately 
considered in the April number of the Annals 
of Ophthalmology, by Dr. W. Franklin Cole- 
man, who places himself on record very de- 
cidedly as believing that this is the safest 
method of extracting cataract, and one which 
should be commended to operators of limited 
experience. 

Except in rare instances, in which the cata- 
ract is removed in the capsule, or in which a 
large piece of the anterior capsule has been 
removed with capsule forceps, sooner or later 
the division of the membrane is required if 
the highest type of visual success is to be 
obtained. Various modifications of the knife- 
needle continue to be used by most surgeons, 
although a few, like Schweigger, have aban- 
doned needles, or knife-needles of any de- 
scription, and divide all so-called secondary 
Cataracts with scissors introduced through a 
small wound made with a broad needle. Da 
Gama Pinto’s very large experience with op- 
erations for the relief of secondary cataract 
indicates the value of a narrow Graefe cata- 
tract knife as an instrument for dividing the 
membrane. This surgeon, in addition to the 
ordinary operation of laceration of the cap- 
sule, has resorted to the so-called posterior 
discission, in which the Graefe knife is passed 
through the sclera about eight millimeters 
behind the corneo-scleral junction. Recently 
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Edward Jackson, arguing that the proper 
division of the membrane which remains 
after the extraction of cataract requires the 
longest possible sweep of the cutting edge of 
the instrument, advocates the entrance of 
the knife-needle through the limbus. He 
also believes that this method lessens the 
chance of infection. The writer uses Knapp’s 
knife-needle with entire satisfaction; some- 
times, when the membrane is thick, he has 
practised with a modified Hays knife-needle 
the so-called V-shaped iridotomy, as described 
by Dr. Lewis Ziegler, of Philadelphia. 

The ordinary methods of sterilization of 
instruments have not been greatly modified, 
and boiling water continues to hold its very 
proper preeminent place. It is possible that 
the recent suggestion made by E. A. de 
Schweinitz, of Washington, to utilize the 
vapor of formaldehyde for the purpose of 
sterilizing ophthalmic instruments, will prove 
to be valuable. Certainly the method would 
be a most convenient one. 

It is so well known that neither irrigation 
nor the instillation of germicides produces 
sterility of the conjunctiva, that surgeons 
should strive, and do strive (to quote Knapp), 
to change the conjunctiva, if irritated or con- 
gested, into a pale, shining membrane by the 
simplest regimen. This regimen means that 
for some days preceding the operation the 
eye should be protected from anything which 
may produce hyperemia of the conjunctival 
vessels, because, as Randolph has expressed 
it, bacteria ordinarily non-pathogenic (and 
the normal conjunctiva always contains bac- 
teria) may become harmful under certain 
favoring conditions, such as bruising the tis- 
sues by instruments, or irritating them with 
chemical substances. Whether all surgeons 
would be willing to follow Randolph in his 
advice to abandon conjunctival irrigation en- 
tirely is doubtful. Flushing the conjunctival 
cul-de-sac with a non-irritating fluid like ster- 
ilized salt solution immediately preceding the 
operation can at least do no harm in the sense 
of bruising the tissues, and may wash away 
irritating and contaminating secretions, and 
even, as has been experimentally shown, re- 
duce the number and perhaps the vitality of 
the organisms which are present. 

The evident conclusion of the matter is 
that strong germicidal solutions should not 
be used in the conjunctival cul-de-sac imme- 
diately preceding a cataract extraction, or 
after the corneal section; and to quote Ran- 
dolph once more, in operating upon the nor- 
mal conjunctiva, as in cataract extraction, the 
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surgeon would do well to consider the subject 
of antisepsis and asepsis chiefly in connection 
with hands, instruments, cocaine, and atro- 
pine. When the conjunctiva is not normal, 
as, for example, in cases of chronic conjunc- 
tivitis, lacrimal conjunctivitis associated with 
disease of the tear passages, blepharo - con- 
junctivitis, etc., methods of antisepsis neces- 
sarily must be more vigorous, or rather 
operation must be deferred until the af- 
fected areas are brought into a reasonable 
state of health. It seems to the writer very 
essential in all of these cases to pay strict 
attention to the preliminary treatment of the 
rhino-pharynx, from which, no doubt, many 
cases of infection have arisen. 


PROPER PREPARATION OF THE YELLOW 
OXIDE OF MERCURY OINTMENT. 


T. E. MITCHELL writes upon this subject 
in the Ophthalmic Record for February, 1898. 
After referring to the very valuable sug- 
gestions of Drs. Babcock and Keiper, in the 
August and September numbers respectively 
of the Record, in regard to the proper way of 
preparing the yellow oxide of mercury oint- 
ment for use in ophthalmological practise, 
the writer says he desires to say that no 
matter how much time and care are consumed 
in mixing the powder and the vaselin if no 
other agent is added, minute particles of the 
mercury will remain and hence defeat the de- 
sire to have it uniformly distributed through- 
out the vehicle. This obstacle can be easily 
overcome by observing the following instruc- 
tions in the preparation of this time-honored 
and valuable therapeutic agent: To the re- 
quired amount of powder in an impalpable 
form on a clean glass or porcelain slab add 
a few drops of any bland non-irritating fixed 
oil and mix well with a clean spatula; to 
this slowly add the necessary petrolatum, and 
for reasons well known to chemical law the 
powder is so far reduced by the oil that it is 
evenly incorporated in the vaselin. 

The following prescription, which is a 
favorite one with the author, in the hands of 
a competent pharmacist will be entirely sat- 
isfactory: 

B  Olei ricini, gtt. iv; 

Hydrarg. oxid. flav., gr. iij. 

Misce et ad 

Petrolati, 2 ij-iv. 


Misce ft. unguent. 


Of course the ointment after all is only a 
mixture, but the mass is so thoroughly homo- 





THE THERAPEUTIC GAZETTE. 


geneous that not until it is kept for a long 
while will the mercury gravitate to the bot- 
tom. 

The author states that he is indebted for 
the above information to his prescriptionist, 
Dr. J. P. Turner, ex-president of the Georgia 
Pharmaceutical Association, and member of 
the Georgia State Board of Pharmacy. 


THE TREATMENT OF ASPHYXIA NEO- 
NATORUM BY THE HYPODERMIC 
INJECTION OF STRYCHNINE. 


Fry in the American Journal of Obstetrics 
for April, 1898, writes on this topic. In the 
course of his article he points out that under 
normal conditions the birth of the infant is 
quickly followed by respiratory efforts, the 
contact of the air exciting the reflexes. If 
such be not the case, evidence is soon appar- 
ent of non- oxygenation of the blood. The 
excess of carbonic acid in the blood then ex- 
cites the respiratory center in the medulla, 
and inspiration takes place. If, on the other 
hand, the respiratory center fails to respond, 
the cord should be cut and a little blood 
permitted to escape. The infant should be 
suspended for a moment by the heels to 
facilitate the gravitation of mucus from the 
throat and trachea. The finger passed 
quickly into the pharynx removes the secre- 
tion and excites respiratory effort. The 
cutaneous reflexes may next be excited by 
slapping the surface with the palm of the 
hand or a wet towel, sprinkling with cold 
water, or pouring ether upon the chest. Im- 
mersion alternately into hot and cold water 
is a good method. The asphyxia persisting, 
some form of artificial respiration may be 
resorted to. Schultze’s is most efficient, as it 
aids the expulsion of the fluids from the’ air- 
passages by gravitation and expression, as 
well as produces inspiratory and expiratory 
movements. If success does not soon reward 
the efforts it should not be continued too 
long, as it is a rough method at best. The 
hypodermic injection of fifteen minims of 
whiskey acts as a powerful excitant and has 
given the writer most gratifying results. 
During the past few years it has given suc- 
cess without other treatment in a number of 
cases of this form of asphyxia, both in 
private and hospital practise. In several of 


the cases the more serious stage of asphyxia 
had been reached. He believes the credit of 
this treatment belongs to Dr. Bedford Brown, 
of Alexandria, Va.; at least he first called 
attention to it so far as the writer is aware. 























If the mild type of asphyxia does not yield 
to the above treatment or some of its modifi- 
cations, the more serious form (the pallid) 
supervenes. The line of treatment should 
now be modified to meet the changed condi- 
tions. The persistence of vigorous efforts to 
excite artificial respiration will only act inju- 
riously upon the heart and stop its enfeebled 
action. 

An infant born with the pallid form should, 
contrary to the former advice, be permitted 
to remain undisturbed in its placental attach- 
ment so long as any pulsation of the cord is 
apparent. It should be suspended by the 
heels for the twofold purpose of clearing the 
throat and upper air-passages of mucus and 
assisting by gravitation to overcome cerebral 
anemia. 

From this point, as well as from the unre- 
lieved livid form, already considered, the in- 
fant must be treated as if it were in a condition 
of shock, which indeed is the case. Rough 
measures will only extinguish the spark of life. 

The indications are: First, to apply exter- 
nal heat. This is best done by immersion in 
water at a temperature of 100° F. Second, 
stimulate the respiratory center, the flagging 
circulation, the paralyzed muscular system, 
and abolished reflexes. 

This brings up the recommendation of 
strychnine hypodermically to fulfil the in- 
dications. It is our most powerful remedy 
in surgical shock; it should be equally valu- 
able in the grave form of asphyxia neona- 
torum. Its use for such purpose was sug- 
gested to the writer’s mind eighteen months 
ago, and the result has more than met his 
expectations. The amount of the drug ad- 
ministered is 54, grain. On one occasion a 
nurse gave by mistake ;}, grain to a prema- 
ture infant delivered by version in a case of 
placenta previa. The infant was soon re- 
lieved of the asphyxia, but had pronounced 
spasmodic twitchings of the muscles, and 
died on the second day. It is uncertain 
whether the fatal termination was due to the 
drug, but the infant showed the toxic effect 
of strychnine in a decided manner. 

After the administration of the strychnine 
accessory methods of treatment may be em- 
ployed. Artificial respiration may be carried on 
while the child is in the hot bath. Sylvester’s 
or Dew’s method answers best under these 
circumstances. Jacobi has advised the rectal 
injection of hot water, and Grandin of hot 
normal salt solution. The latter might be 
given more effectively by injection into the 
subcutaneous tissue or directly into the vein. 
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MERCUROUS IODIDE POISONING RESULT- 
ING FROM THE USE OF IODOFORM AS 
A SURGICAL DRESSING AND 
CALOMEL INTERNALLY. 


The American Journal of Obstetrics for 
April, 1898, has an article on this subject 
by Simpson, in which he details a case of 
poisoning from the causes named in the title. 
He thinks the following combination of 
events is worthy of note: 

1. The use of an extensive intraperitoneal 
dressing of iodoform gauze representing about 
half an ounce of iodoform. 

2. The development of symptoms of iodo- 
form intoxication, showing the absorption of 
that drug. 

3. The administration, forty-eight hours 
after operation, of seven grains of calomel. 

4. The occurrence of numerous bloody 
mucous stools at frequent intervals and ac- 
companied by tenesmus. 

5. The subsequent use of calomel without 
undue effect, showing absence of idiosyn- 
crasy to that drug. 

The question naturally arises, Was there 
any causal relation between these phenom- 
ena? The following facts led the writer to 
believe that such was the case, and he has 
subsequently found no reason to change that 
opinion: The absorption of iodoform as a 
dressing begins at once and is most rapid 
from a peritoneal surface, less so from other 
surfaces. It continues as long as iodoform is 
in contact with the absorbing surface. Elim- 
ination begins within an hour, and its products 
—viz., iodide and iodate of sodium—can be 
detected in all the secretions. Calomel is 
likewise rapidly absorbed, and elimination by 
all the secretions begins promptly. Hence, 
if the two are being absorbed at the same 
time, they must be carried by the same media 
and must come in contact within the tissues 
and in the reservoirs containing the secre- 
tions. When calomel is added to sputum, 
urine, or feces containing the products of 
elimination of iodoform, yellow iodide of 
mercury is formed. In this case, granted 
the elimination of sodium iodide and iodate 
by intestinal secretions extending over a 
period of forty-eight hours; granted the 
retention of these products in the intestinal 
canal (for no movement had occurred and 
elimination is not complete for three days 
at least), together with the administration 
of seven grains of calomel by mouth, and 
the conclusions that the two drugs would 
come in contact and that the yellow iodide 
of mercury would result may be inferred. 
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Add to that the fact that characteristic 
symptoms of the drug were marked, and 
the conclusions are confirmed. The facts 
as above given justify the premises, and 
the conclusions are legitimate. 

In addition to the above facts experimental 
evidence was sought, but lack of facilities 
for accurate observation rendered the results 
of little scientific value; hence only a brief 
summary is given. The first experiments 
were made in November, 1896; others in 
November, 1897. Eleven guinea-pigs were 
used. 

Group A.—Five pigs received one grain 
iodoform hypodermically, and one grain calo- 
mel by mouth twenty-four hours later. Four 
died within twelve hours. Post-mortem ex- 
amination showed violent colitis with exten- 
sive ulceration; small intestine slightly in- 
flamed. Other pig killed; colitis, but not so 
violent. 

Group B.—Three pigs given one grain 
iodoform; no deaths. Two killed thirty-six 
hours later. In one, whole intestine normal. 
The other had had one grain iodoform and 
one-sixteenth grain calomel five days previ- 
ously; few small old ulcers in colon. 

Group C.—Three pigs were given one grain 
calomel each by mouth. Two had had one 
grain iodoform each five days previously. 
These two killed at end of twelve hours; 
colitis and enteritis, but neither so marked as 
in Group A. Other pig died at end of a week; 
no post-mortem. 

The experiments of M. Rummo and others, 
showing that iodoform is eliminated slowly, 
render it possible, at least, that yellow iodide 
of mercury might have been produced in 
Group C. Further observations as to the 
effect of these drugs, separately and com- 
bined, will be interesting and of practical 
value. 

The absence of literature on this subject 
opens an interesting field for speculation. Is 
this form of poisoning rare? The common 
practise of using extensive iodoform dress- 
ings and of using calomel as a laxative 
following operation renders it likely that 
numerous opportunities are afforded for the 
reaction which results in the production of 
the yellow iodide of mercury. Has it been 
found by experience that small doses of calo- 
mel suffice, as a rule, to cause free move- 
ments, and hence small doses are given? 
May not this observation have been based 
_ upon the effects of the more powerful drug? 
Does not the small amount of calomel used 
limit the amount of the yellow iodide of mer- 


cury produced, thereby lessening the proba- 
bility of serious results? Is it not possible 
that in some cases, with mild symptoms of 
iodoform intoxication accompanied by slight 
enteric irritation following the use of small 
doses of calomel, the irritation has been 
attributed to the iodoform in compliance 
with the classification of Dr. Schede, of Ham- 
burg, rather than to its true cause, the yellow 
iodide of mercury? Has it at times been 
attributed to an irritating enema? Has it 
ever been noted without an attempt at ex- 
planation? A satisfactory solution to these 
questions is earnestly to be desired. 

[We doubt if enough yellow iodide of mer- 
cury could be formed in this manner to pro- 
duce the symptoms described.— Ep | 


THE INJECTION OF ARTIFICIAL SERUM 
AS A METHOD OF PREVENTING 
DEATH FROM EXTENSIVE 
BURNS. 


The serum employed by Tomaso. (Mo- 
natshefte fiir Praktische Dermatologie, Bd. 
xxv, No. 2) is a solution of sodium chloride 
and sodium bicarbonate. In a sixty-year-old 
woman with an extensive burn of the third 
degree, injections of from three hundred to 
one thousand grammes of serum in three 
days did not prevent a lethal termination. In 
a second case, a young man twenty years of 
age, with burns of the first, second and third 
degrees, covering the entire right side of the 
chest, the right axillary space, the whole of 
the right arm, shoulder, back, and buttock, 
recovery took place. The patient received 
daily from March 13 until April 6 serum in- 
jections of from two hundred and fifty to-five 
hundred grammes each, and on May 3 left 
the clinic in an improved condition. 

Tomasoli experimented on animals. The 
hind legs of rabbits and dogs were burned or 
scalded by being immersed in water the tem- 
perature of which was gradually raised to 70° 
C. All animals burned in this manner died 
within thirty-six or forty-eight hours. Six 
rabbits of the same weight as those employed 
for comparison received injections of fifty 
grammes of artificial serum immediately after 
being burned. Four of them died within the 
first twenty-four hours; the remaining two 
continued to live. Ten dogs, burned as has 
been described, were daily injected with from 
one hundred and fifty to two hundred 
grammes of artificial serum. Only two of 
them died, and in these death occurred a few 





Se ae 

















hours after they were scalded. All test ani- 
mals that did not receive serum injections 
died within the first two days, notwithstand- 
ing the fact that they were selected and kept 
in a practically identical condition with the 
other cases. The writer also states that if 
serum be taken from one of these scalded 
dogs (not treated by saline injection), or if 
from the flesh of one of these animals an 
extract be made, and a definite quantity of 
this serum or extract proportionate to the 
weight of the animal experimented upon be 
injected into a healthy dog, the dog will 
die. On the other hand, if a dog in practi- 
cally the same condition as the other one 
be injected with artificial serum immedi- 
ately after receiving a lethal dose of the 
extract, this dog will not die.— Medical 
Record, Jan. 29, 1898. 


THE DANGERS FOLLOWING THE USE OF 
IODIZED PREPARATIONS IN TUBER- 
CULOUS SUBJECTS. 


Among the symptoms of iodism, remarks 
a writer in the February number of Za C/in- 
igue, there are some that are localized in 
the lungs, and manifest themselves by cough 
with muco-serous sputum and by pains in the 
pleura. An abundant transudation of seros- 
ity has also been observed in the lungs of 
dogs which had been subjected to subcuta- 
neous injections of iodine and an iodide in 
solution, according to Zeissl. These facts 
have led to the supposition that in certain 
cases of pulmonary tuberculosis the adminis- 
tration of the iodides may cause in the lungs 
a congestion and a process of softening 
which is very injurious to the patient. 

Vitvitsky, of Kharkhow, observed a case 
which was very conclusive in this respect. 
The patient was a woman twenty years old 
who suffered from a cough with a prickling 
sensation in the throat and pain on degluti- 
tion; at the apices there were suspicious 
stethoscopic signs. However, the patient 
had no fever and her general health was 
excellent. A laryngoscopic examination re- 
vealed an intense congestion of the larynx 
and ulcerations of the vocal cords. As there 
was cause to suspect a syphilitic origin for 
this affection, ammonium iodide was pre- 
scribed in amounts of thirty grains a day. 
After eight days of this treatment the pa- 
tient’s condition was manifestly aggravated; 
the cough had increased, the temperature 
had become febrile in character, rales and a 
bronchial souffle were heard in the apices, 
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Koch’s bacilli were found in the sputum, 
which before had been free from them, and 
galloping phthisis set in which terminated 
very soon in death.— Mew York Medical 
Journal, March 5, 1898. 


ON THE NATURE AND PREVENTION OF 
PUERPERAL FEVER. 


The Birmingham Medical Review for Feb- 
ruary, 1898, contains an article by THomas 
Witson on this subject. He remarks that in 
women who have pathological discharges, 
preliminary treatment by warm vaginal 
douches during the two or three weeks 
before labor is of great importance. Dur- 
ing the same time all women, but especially 
those just referred to, should be instructed 
to employ more than the usual care to secure 
the daily thorough cleansing of the external 
organs; for this purpose soap and water are 
the best applications. It may be observed 
that sponge, though generally in use, is the 
worst possible material with which to me- 
chanically cleanse these parts; it soon gets 
full of foul putrefying dirt, which cannot be 
thoroughly got rid of. The use of sponges 
in pudendal ablutions should therefore be 
abolished, and in their stead pads of wool 
or tow, which can be burnt, should be rec- 
ommended. . 

As soon as labor begins, the woman should 
be carefully prepared as if for an operation. 
If seen early enough an enema, which may 
consist of two pints of warm soap-suds, 
should be administered, so as to secure the 
thorough evacuation of the lower bowel. 
This proceeding not only has a marked 
effect in favoring the due and normal ac- 
tion of the uterus, but is also of great 
importance in preventing fouling of the 
vulva and perineum, and perhaps infection 
of a perineal tear later in labor. When the 
enema has acted, the nurse, or if necessary 
the medical attendant, should cleanse the 
vulva as carefully as if it were going to 
be operated upon. For this purpose it is 
desirable first to cut short the hair of the 
labia with scissors; the whole region, inclu- 
ding the mons veneris and the inside of the 
thighs, is then well scrubbed with hot water 
and soap and a brush for three measured 
minutes; then with a wool swab, ether, spirit, 
or turpentine should be well rubbed into the 
same parts; and finally the chosen antiseptic 
lotion, 1-in-2000 mercuric chloride or what- 
ever may be preferred, should also be well 
rubbed in with a swab. The last two pro- 
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ceedings should have three minutes divided 
between them. In all these proceedings 
great care should be taken not to miss any 
of the crevices and depressions which abound 
in the vulva, and the lower and easily acces- 
sible portion of the vagina should be attended 
to at the same time. After the enema and 
the cleansing the woman should put on clean 
clothes—those next the skin should be fresh 
from the laundry, and over these should be 
clean petticoats and dressing- gown, for as 
long as she is to walk about the room. 

Among poorer women it is usual for an 
old and often abominably dirty skirt to be 
put on for the labor; it is perhaps superfluous 
to remark that it is part of our duty to bring 
about the abolition of this disgusting and 
dangerous practise. At no other time of her 
life is it so necessary for a woman to be clean 
in her own person and in all her surround- 
ings as it is in childbed. 

The important points in the second stage 
of labor are in the first place that it should 
neither be hurried nor unduly prolonged; 
and in the second place the proper manage- 
ment of the perineum. A vaginal examina- 
tion is necessary at the beginning of this 
stage when the membranes rupture, and if all 
be found normal, then the course of labor 
may be sufficiently observed by palpating 
the abdomen from time to time, by watching 
the duration of the interval between the pains, 
and by observing the maternal pulse between 
the pains. The timely, but not too timely, 
use of the forceps in careful and skilled 
hands is important in many cases in prevent- 
ing the exhaustion of the patient, which is 
conducive to infection. When the head 
comes down on to the perineum, this must 
be supported so as to prevent, as far as pos- 
sible, laceration. In doing this a clean napkin 
should be placed over the perineum, to pre- 
vent the hand from contamination. At the 
end of the second stage the perineum should 
be carefully examined, and any tear that is 
more than superficial immediately sutured. 
For the purpose of this suture the best mate- 
rial is silkworm-gut, a few strands of which, 
together with a handled needle, should be 
found in every midwifery bag; catgut is of 
no use at all, and silk, on account of its 
absorbent properties, is much inferior to the 
fishing-gut. The suture of these tears where 
they are at all extensive is of the utmost 
importance in preventing both immediate in- 
fection and later pelvic suffering of various 
kinds. The writer states that he has been 


told in all good faith by medical brethren 
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that they have never met with a perineal tear 
in all their extensive midwifery practise. 
These gentlemen he recommends, in every 
case, to examine the perineum carefully at 
the conclusion of the second stage; they have 
been deceiving themselves. 

In the third stage of labor our efforts must 
be directed towards insuring good and com- 
plete contraction of the uterus; the writer's 
opinion is that this is best insured by what is 
known as Crédé’s method; at any rate it is 
necessary to secure good contraction in order 
that there may be no retention of clots. The 
placenta and membranes also must be ex- 
amined after their expulsion to see that no 
portion is left behind in the uterus, to under- 
go putrefaction later on. At the conclusion 
of this stage, in cases where numerous in- 
ternal examinations or where operative meas- 
ures have been undertaken, an antiseptic 
douche should be given; in ordinary labors, 
as has already been said, this is superfluous. 
Finally an abdominal binder is applied, and 
is of use, from our present point of view, in 
keeping up intra-abdominal pressure and in 
preventing a negative pressure in the vagina, 
which will lead to the retention of discharges; 
such a retention would be most favorable to 
the growth of any micro-organisms that might 
be present; the discharges of albuminous 
material form a good medium, and the other 
conditions, moisture and a temperature of 99° 
F., easily lead to a flourishing cultivation. 

In the puerperium the greatest care should 
be taken to insure the cleanliness of the ex- 
ternal organs; these should be carefully 
cleansed twice daily with a warm solution 
of boracic acid, iodine, or any other antisep- 
tic which may be chosen, used by means of 
a swab of wool, which is afterwards burnt. 
The same toilet is necessary after each evac- 
uation of the bladder or rectum. In the 
intervals a pad of absorbent wool is the best 
dressing for the parts. The routine use of 
the douche during the puerperium is unneces- 
sary and sometimes harmful; syringing should 
only be ordered in the classes of cases which 
have been already enumerated; the best ma- 
terial is a solution of iodine of the strength 
of a drachm of the liniment to the pint of 
water, and the douches should be continued 
for at least ten or twelve days. In every 
case where injections are considered neces- 
sary, they should be administered by the 
medical attendant himself, unless he can abso- 
lutely rely on the care and efficiency of the 
nurse. 

Such is an outline of the principal points 

















which are of importance in preventing the 
infection of parturient women. The writer 
admits that there is nothing new in his re- 
marks, and that the ground has been gone 
over many times before. The stubborn fact 
remains, however, that there are apparently 
still as many cases of puerperal infection 
among the general population now as fifty 
years ago, and so long as this is a fact he 
holds it to be the duty of members of socie- 
ties to consider from time to time the prin- 
ciples and the practise, the science and the 
art, on which reliance is placed for the pre- 
vention of the disease. Towards this duty 
individuals may be impelled but feebly by 
the consideration of mere statistics; a death 
in one’s own practise, very likely in a young 
and blooming primipara in the full vigor of 
womanhood, acts as a powerful incentive. 
How much more terrible a goad is an epi- 
demic! It was the writer’s lot in 1882 to be 
a resident pupil at a well known lying-in 
hospital at a time when an epidemic broke 
out, the last that has raged within its walls. 
Within ten days sixteen women, at least nine 
of them primipare, were attacked; twelve of 
the sixteen died, all of them in from five to 
twelve days after delivery. No words can 
describe the effect which this terrible visita- 
tion produced upon the pupils; the feeling 
of utter helplessness and hopelessness in the 
presence of the established disease can never 
be effaced from the writer’s memory. 


GASTRECTOMY. 


The operation of the removal of the entire 
stomach, and anastomosis between the lower 
end of the esophagus and the duodenum, has 
been for the first time successfully performed 
in this country by Dr. Charles Brooks Brig- 
ham, of San Francisco, and the account of 
the case is published in the Boston Medical 
and Surgical Journal of May 5, 1898. Asa 
surgical achievement this operation certainly 
takes rank as an operation of the first mag- 
nitude. 

The fact that after the removal of the 
stomach, in animals of strong vitality, the 
nutrition might be maintained by the com- 
pensatory overactivity of the intestines was 
demonstrated by Czerny in 1876. 

In 1895, Schuchardt, of Stettin, removed 
the entire stomach, except a very small por- 
tion at the cardiac end, and the patient lived 
a life of comfort and activity for two and a 
half years after the operation. 

In September, 1897, Schlatter, of Zurich, 
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removed the entire stomach from a female 
patient, for cancer, and performed anasto- 
mosis between the esophagus and a loop of 
the upper portion of the jejunum, sewing up 
the divided distal end of the duodenum. The 
patient is now well and strong. 

The success of Schlatter’s case has un- 
doubtedly inspired with emulation surgeons 
in all parts of the world, but the case of Dr. 
Brigham is, as far as we can learn, the first 
successful result reported. 

Dr. Brigham’s operation differs from that 
performed by Schlatter in that he was able 
to unite the lower end of the esophagus 
directly with the cut end of the duodenum, 
thus saving time, an element which is of 
paramount importance in so extensive an 
operation, and one involving so great danger 
from surgical shock. The good judgment of 
Dr. Brigham in recognizing that his patient 
would not bear the more time-consuming 
method of anastomosis by suture, and resort- 
ing to the Murphy button, was amply vindi- 
cated by the result. The disadvantages of 
the button as compared with suture were 
recognized by Dr. Brigham, as he states in 
his paper, but they were outweighed by the 
paramount necessity of saving time, and were 
not sufficient to prevent success. 

Dr. Brigham’s case is of great interest, as 
showing that in certain cases it is possible to 
join the duodenum to the intestine without 
undue tension. In the not infrequent cases 
in which the duodenum is lower than the 
normal position this would probably be im- 
possible, and the procedure adopted by 
Schlatter of uniting the lower end of the 
esophagus to a loop of jejunum would be the 
only resort. 

It is interesting to note from Dr. Brigham’s 
account that the constitution, mental dispo- 
sition and previous habits of diet of the 
patient were most favorable to the success 
of the operation. Of a quiet disposition and 
simple tastes, accustomed since the loss of 
her teeth to a liquid diet, such as she must 
of a necessity subsist on for a time after the 
removal of the stomach, she presented an 
ideal subject for the operation, except for 
one circumstance, the thickness of her adi- 
pose layer. Even this, although it necessi- 
tated a longer incision, may not have been 
entirely a disadvantage, as it must have 
tended to enable her to withstand low diet 
better than would have been possible for a 
thin, cachectic patient. 

It is impossible in this brief notice to 
allude to all the points of interest in matters 
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of surgical technique, such as the fact men- 
tioned that unless the left lobe of the liver 
were hypertrophied the operator would find 
plenty of room for manipulation in the sub- 
diaphragmatic space, or to the physiological 
points with regard to diet, etc., which are 
illustrated in Dr. Brigham’s careful account 
of his remarkably successful case. 

A brief consideration, however, will justify 
the deduction that cases suited to the opera- 
tion are rare. It is certainly an uncommon 
experience for a surgeon to meet with a case 
of cancer of the stomach in as good physical 
condition as was Dr. Brigham's case. The 
pale, thin, worn, cachectic victims of this dis- 
ease are seldom in a condition to withstand 
so formidable an operative procedure. Even 
in this case the operator was compelled to 
hasten his operation by employing a method 
of anastomosis which he would not otherwise 
have chosen. 

Schlatter and Brigham have shown, how- 
ever, that there exists a certain (probably 
small) proportion of cases in which resort to 
this most radical surgical procedure may for 
a time at least rescue the patient. 

The time (two and a half years) which 
Schuchardt’s patient lived after the operation 
proves that the prolongation of life may be 
by no means inconsiderable.—Editorial in 
the Boston Medical and Surgical Journal, 
May 5, 1898. 


CASE OF REMOVAL OF THE ENTIRE STOM- 
ACH FOR CARCINOMA; SUCCESSFUL 
ESOPHAGO-DUODENOSTOM Y; 
RECOVERY. 


In the Boston Medical and Surgical Journal 
of May 5, 1898, BRIGHAM reports an extraor- 
dinary case. He begins by telling us that 
the operation for removal of the stomach 
belongs to middle or old age, the disease 
necessitating it occurring at these periods. 
Where there are no adhesions the operation 
is not very difficult; with ordinary care hem- 
orrhage is not likely to occur. The effect of 
surgical shock upon the patient is most to be 
feared, and should be guarded against by 
heat, stimulants, and quick work in oper- 
ating. The Murphy button saves much time 
and has proved of great service in the pres- 
ent case. It is not always possible to do 


esophago-duodenostomy, and the button 
would do as well in esophago-enterostomy, 
for it could be applied where it would be 
impossible to make a sound suture, as in 
cases where the esophageal end is very 
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short. If, however, careful sewing could 
be done quickly and accurately over some 
form of tube that could be pulled out through 
the mouth when the sutures were placed, it 
would save considerable worry to the patient 
and surgeon. The cases could be well imag- 
ined which would be difficult to nourish for 
two weeks through the openings of a No. 3 
button. Besides the impossibility of taking 
much nourishment at a time, there is the dif- 
ficulty of swallowing, which the presence of 
the button in the esophagus causes by reflex 
action. This reflex action was very slightly 
marked in this patient; but with a more sen- 
sitive nervous system it might be enough to 
prevent swallowing sufficient nourishment to 
sustain life, especially if added to this it 
became impossible to retain nutritive en- 
emata. 

It would seem easy, from what is seen in 
anatomical plates, to join the duodenum with 
the esophagus, for apparently they are on the 
same plane; but in reality the esophageal ori- 
fice is on a higher plane and behind the 
pyloric orifice. If the duodenum is not 
bound down by adhesions, it can be approxi- 
mated without much tension to within an 
inch of the diaphragm, allowing the abdom- 
inal part of the esophagus to be only two 
centimeters in length, which is Cruveilhier’s 
estimate. There is even then room to place 
purse-string suture and apply the Murphy 
button. It would seem that tension on the 
elastic tissue of the abdominal esophagus 
would easily give an increased length; it 
does stretch to a certain point, but is disap- 
pointing and much more limited than one 
would suppose. From the experience which 
this case gives, the author thinks it would be 
easier to tear the esophagus than to pull it 
down from its opening in the diaphragm. It 
may have been that the esophageal clamp 
interfered with its elasticity, but it seemed at 
the time of the operation as if the stretching 
could be accomplished much more easily 
sidewise than lengthwise. A slight gain in 
the length of the esophagus can be made if 
the clamp is applied vertically instead of 
sideways; there is thus less chance of making 
an oblique cut in the division of the esopha- 
gus. Unless there is enlargement of the left 
lobe of the liver, there is much more room to 
work in than would be supposed, especially if 
the abdominal incision is a large one. In fat 
patients the incision can hardly be less than 
seven inches in length, and then there is no 
room to spare. 

In the treatment of this case no attempt 

















had been made to predigest the nourishment 
which was given to the patient. The precau- 
tion was taken, however, to supply easily 
digested food; and when meat was allowed 
it was cut in very small pieces. The food 
was taken slowly, whether liquid or solid. It 
is no hardship for the patient to live on 
simple food, for she has done so all her life; 
and especially as age has advanced she has 
been obliged to eat food that required the 
least chewing. The food was given of 
medium temperature; water was taken as it 
came from the pipe and wine as it stood in 
the room; iced cream, of which the patient 
was particularly fond, was taken slowly, so 
that it dissolved in the mouth before it was 
swallowed. At first everything was too salt; 
as the patient got well, she wished salt on 
both eggs and oysters. The amount of flatus 
in the bowels was enough to cause pain only 
a few times in the early part of her illness. 
The urine has been normal throughout. 
Never since the operation has any undi- 
gested food been seen in the movements 
from the bowels, and for the most part these 
have been wholly or partly formed. The 
patient has vomited but a few times since the 
operation; twice after etherizations, twice 
after some laxative had been given, once 
after the button left its place, and twice after 
coughing—not more than six ounces at any 
one time, generally much less. On three or 
four occasions a mouthful of food would 
be regurgitated —an oyster, some shreds of 
meat, or a few teaspoonfuls of coffee. Asa 
usual thing the food was well retained and 
well digested. Milk, which would sustain 
most patients under such circumstances, was 
not liked, and an important food was thus 
unavailable. The patient’s skin is in a natu- 
ral condition, without any dryness; this may 
be due to the thorough washing which the 
entire body has had daily since the opera- 
tion. The symptom which gave the most 
anxiety after the operation was the restless- 
ness, which was unusually marked. This was 
without doubt the result of the surgical 
shock, which was caused by the removal of 
so important an organ as the stomach, and 
the interfering with its vessels and nerves. 

The season of the year in California, with 
mild, sunny days, and the careful and con- 
Stant nursing, are among the factors which 
made the operation a success. The age of 
the patient counted for something also; the 
effects of the change of life had long passed 
by, and there had been for many years an 
even condition of good health. Many old 
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people can stand in a surgical point of view 
much more than is generally supposed. The 
patient was not worried about herself. All 
she wished for was to be restored to health; 
how this was to be accomplished she never 
asked, and to this day she does not know 
that her stomach has been removed. She 
has a fine color; complains of nothing so 
far as the functions of her body go; eats 
whatever she wishes; has no pain whatever; 
is of a very cheerful disposition. She is out- 
of-doors most of the day from ten till five 
o’clock, taking occasional walks around the 
hospital grounds; her temperature and pulse 
are normal; she sleeps well without an opi- 
ate. Although she has food every three 
hours, she feels quite hungry at times, and 
feels that she could eat twice as much as is 
given to her. She is gaining in weight; and 
her general condition at the present time 
(April 14), seven weeks after the operation, 
is satisfactory in every respect. 


HYDRAULIC PRESSURE IN  GENITO.- 
URINARY PRACTISE, ESPECIALLY 
IN CONTRACTURE OF THE 
BLADDER. 

H. H. Younc writes on this subject in the 
Johns Hopkins Hospital Bulletin for May, 
1898. He says that the necessary apparatus 
consists in an ordinary fountain syringe with 
tube about eight feet long, a conical nozzle 
which will fit tightly into the meatus, but not 
injure the urethral mucous membrane, and a 
pole or other apparatus by which the irri- 
gating bag may be elevated or lowered as de- 
sired (a nail in the wall will answer the pur- 
pose). 

The patient should lie on his back on a bed 
or couch which is covered by an oilcloth,. 
with a basin between his legs. The operator 
stands on the right side, takes the penis be- 
tween thumb and finger of his left hand, the 
sterile nozzle in his right. The foreskin is- 
retracted, and with the bag elevated three or 
four feet, the fluid is allowed to play upon 
the glans penis and meatus. The urethra is 
alternately distended with fluid and emptied 
to clean the anterior urethra, and the nozzle 
is then crowded tightly into the meatus, the 
bag raised to an elevation of about seven 
feet, the penis being held just back of the 
corona so as not to compress the urethra, as 
Valentine’s complicated nozzle and stop-cock 
are unnecessary. 

The urethra will soon become ballooned 
out, and for a time the fluid will be seen to 
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stop flowing through the nozzle, but very 
soon the sphincters will give way and a 
“‘purling ” sensation be conveyed to the hand 
by the fluid flowing into the bladder. After 
the sphincters are overcome very little pres- 
sure is required to force the fluid into the 
bladder, and it is best to lower to a height of 
four and a half or five feet, as too much pres- 
sure may produce spasm of the bladder and 
prevent dilatation. 

As the fluid flows gently into the bladder 
the patient will soon experience a sense of 
fulness and then of gradually increasing 
pain. 

In cases of contracture where systematic 
dilatation is to be adopted, the distention 
must be continued until the pain is very con- 
siderable and the patient tells you he cannot 
“stand any more.” The tube is then squeezed 
to cut off the flow, the nozzle withdrawn, and 
the fluid, which is ejected with considerable 
force, caught in a half-liter glass or other 
receptacle. 

The operation is repeated until the quart 
of fluid has been used. 

The procedure is so simple that patients 
soon learn to conduct their own treatment. 
They always become intensely interested in 
the progress of the dilatation and vie with 
each other as to the amount of fluid and 
urine held. 

Very bland fluids are the most satisfactory 
in the majority of cases. Best of all is 
Thomson’s fluid, which is composed of 
borax, glycerin, sodium chloride, and water. 
It is the most soothing preparation for any 
inflamed mucous membrane that we know of. 
Boric acid in two-per-cent. solution is excel- 
lent. 

A very good plan is to use occasionally a 
stronger antiseptic fluid, such as silver nitrate 
half a grain to one ounce, or bichloride of 
mercury 1 to 150,000 solution, up to 1 to 
50,000. When four or five irrigations are 
given daily it is well to use one of these once 
daily, followed by a weaker solution. 

Silver nitrate is especially effective where 
an ulcerative condition of the mucous mem- 
brane exists. 

Boric acid or salol in five- or ten- grain 
doses may be given if the urine is alkaline, 
and citrate of potassium when hyperacidity 
causes much burning. 

The reaction of the urine in cystitis de- 
pends almost entirely on the character of 
bacterium present, and it is irrational to at- 
tempt to change its reaction by internal 
drugs. 
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As shown in his cases, the urine becomes 
acid as the bladder inflammation begins to 
subside. 

As in inflammation elsewhere, there is at 
first a proliferation and infiltration of round 
cells, which as time goes on become more 
and more spindle-shaped and finally form 
fibrous tissue. Ulcerative areas in the mu- 
cous membrane also lead to the production 
of scar tissue, with its inherent tendency to 
contract. The inflamed mucous membrane, 
irritated by the presence of urine, expels it 
frequently; the bladder is therefore never 
fully distended and offers no resistance to 
the contraction of the scar tissue, and con- 
tracture results. In this process the blood- 
supply of mucosa is greatly interfered with, 
and the mucous membrane is thrown into 
folds and pockets which retain the purulent 
exudate, thus adding to the inflammation. 

The effect of forced dilatation with fluids 
is probably as follows: 

Irritating secretions are washed away. 

The individual bundles of fibrous tissue 
are separated or loosened, allowing increased 
vascularity. 

Folds and pockets of mucous membrane 
are smoothed out; ulcers are stretched and 
cracked, allowing new blood-vessels to grow 
out, in precisely the same way that leg ulcers 
are cured by scarification; the bladder mus- 
cle is exercised and the tone is improved; 
the mucous membrane, cleaned, stretched, 
and with increased vascularity, is given a 
chance to throw off the inflammation. 

In a normal empty bladder the epithelium 
is several layers thick, but when fully dis- 
tended is said to be only one layer thick. 
Dilatation of an inflamed bladder therefore 
gives the antiseptic fluids a better chance to 
reach the disease. 

A review of the author’s cases shows: 

That it is possible to restore the capacity 
of a bladder contracted by chronic inflamma- 
tion of the worst character by systematic dis- 
tention by hydraulic pressure. 

That such dilatation has a most beneficial 
effect on the vesical inflammation and mus- 
cular tonicity. 

That the number of urinations daily may 
thus be greatly diminished. 

That no ill effects are produced by consid- 
erable hydraulic pressure, and there is no 
danger of infecting the kidney. 

One of the most striking features of the 
treatment is the rapidity with which patients 
improve. Pain present for years may disap- 
pear in a few days, pus and mucus diminish 




















markedly, and strongly ammoniacal urine be- 
comes acid in a short time. 

And yet, says Young, a late text-book on 
genito-urinary disease says as follows: “The 
theory that the capacity of an inflamed blad- 
der can be increased by dilatation is contrary 
to physiology and anatomy. To attempt by 
forced injections to relieve frequent micturi- 
tion cannot be too strongly condemned.” 


NEW AND ORIGINAL METHOD OF OS- 
TEOPLASTIC RESECTION 
OF THE SKULL. 


A satisfactory method of osteoplastic re- 
section of the skull has long been desired. 
BuCHANAN believes, so he tells us in the 
Medical Record of June 4, 1898, that the 
procedure here described will be found to 
have advantages over those hitherto em- 
ployed. Among these may be named the 
following: 

1. It causes very little injury to the bone. 

2. It is not attended by jarring or other 
possible injury to the brain. 

3. It is free from danger to the dura 
mater. 

4. It is precise in its results and the flap is 
capable of any required variation of shape. 

5. The bone flap, when returned to place, 
fits exactly and has no tendency whatever to 
displacement. 

6. It is easy and comparatively rapid of 
execution, causing no fatigue to the operator. 

7. The instruments are simple, inexpen- 
sive, not liable to break or get out of order, 
and are not dependent on a motor of any 
kind. 

The elements of the method are: (1) The 
selection of a flap suitable to the require- 
ments of the case, usually in the form of a 
quadrangle, pentagon, or hexagon; (2) inci- 
sion to the bone on all sides except at the 
base of the flap; (3) perforation of the cra- 
nium at each angle of the incision with a 
small mastoid trephine; (4) separation of the 
dura mater from the cranium between the 
points of perforation; (5) sawing the bone 
between the perforations with a Gigli-Haertel 
wire saw, passed between the bone and dura 
mater from one perforation to the next; and 
(6) lifting the flap of scalp and bone from 
the dura mater. 

The instruments required are: 

1. Those shapes most generally useful for 
outlining the flaps. These are pentagons or 
hexagons, usually with sides five centimeters 
long. These shapes are of aluminum or 
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double- faced rubber cloth, either material 
being capable of sterilization without injury. 

2. A slightly conical trephine six millime- 
ters in diameter. 

3. A dural separator three millimeters 
wide, blunt extremity slightly wider and 
thicker, grooved upper surface, very slightly 
curved from end to end, turning rather 
abruptly upward at each extremity. The 
shape is important. The length between the 
curves at the extremities is five centimeters. 

4. Gigli- Haertel wire saws, thirty centi- 
meters long. This is the instrument the use 
of which distinguishes this procedure from 
those hitherto proposed. 

5. Small blunt hook to lift the loop of the 
saw from the trephine opening. 

6. The bone elevators. 

In selecting the shape and direction of the 
flap, regard should be had for the area it is 
desired to uncover and the location of the 
vessels of the scalp entering its base. A dis- 
tance of five centimeters between openings 
will usually be found most convenient, 
although longer intervals may be separated 
and sawn without trouble. Impromptu and 
atypical outlines may be used, but ordinarily 
a set figure, selected beforehand, will be most 
satisfactory. The pentagon may be made to 
form several different flaps by using different 
sides for the base and by reversing the 
figure. 

An incision having been made to the bone 
along all the sides of the figure laid out 
except its base, trephine openings are made 
at each angle in the usual manner. The 
small size of the trephine renders this a very 
easy matter. The dural separator is now 
passed into one of the openings and, by 
gentle lateral movements, made to separate 
the dura mater from the skull till its extrem- 
ity can be seen at the bottom of the adjoin-- 
ing opening. 

In case the skull is thick, it may be neces- 
sary to chip away, with a chisel, the perpen- 
dicular edge of the trephine hole into which- 
the separator enters at that part of its cir- 
cumference which is opposite the opening: 
toward which it is directed. This allows 
the separator to enter obliquely to the sur- 
face and easily follow the surface of the 
dura mater. In thin skulls this will be 
found unnecessary. 

When the end of the separator appears at 
the bottom of the adjoining opening, a wire 
saw is passed along its groove till the looped 
extremity of the saw appears at the bottom: 
of the trephine opening, through which it is- 
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drawn with the blunt hook. The handles of 
the wire saw are then attached and the sep- 
arator is held in place by an assistant, who at 
the same time steadies the head. The saw is 
then made to cut its way out, which it does 
with surprising ease. Any possible injury to 
the dura is obviated by retaining the separa- 
tor in place during the sawing; but no injury 
has been observed even when the dura has 
been left unprotected. During the sawing 
the hands should be kept well apart, for 
the saw is apt to break if used at’an acute 
angle. 

This proceeding is to be repeated with all 
sides of the flap except the base, which can 
be sawed nearly through without injury to 
the overlying flap. 

The elevators are used to pry the flap up, 
and very little force is required to break the 
unsawed portion at the base. 

When the flap is returned, it fits precisely 
and cannot possibly be displaced. The only 
loss of bone is at the trephine openings, 
while between the sawed surfaces a sheet 
of paper cannot be passed. 

It is hoped that an extended clinical trial 
may prove this method as satisfactory as it 
has been in numerous experiments on the 
cadaver. 


CUT-THROAT: ITS IMMEDIATE TREAT- 
MENT. 


DunNcAN writes on this topic in the /nfer- 
colonial Medical Journal of Australia of March 
20, 1898. He thinks that the sort of rigid 
conservatism that has hitherto guarded this 
particular state, in directing a particular 
method of procedure, promises soon to be 
supplanted by a plan more in accordance 
with modern ideas. That a cut-throat should 
be dealt with by immediate suturing is largely 
due to Mr. Morris, the able Middlesex sur- 
geon. It would serve no useful purpose to 
give the reasons that governed the old-fash- 
ioned treatment. The only wonder is that 
such antiquated ideas should have held their 
place for so long, and especially during the 
last few years, when so much surgical en- 
lightenment has prevailed. An excellent 
opportunity was afforded lately of putting 
the immediate treatment of cut-throat into 
practise, and noting the result. 

The patient, a blacksmith, a patient of Dr. 
Lines, of Woodend, inflicted a severe gash on 
his throat with a dirty pocket-knife when 
under the influence of drink. The wound in 
front was slightly below the cricoid cartilage, 
and practically severed the windpipe, it being 
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only held together by a small piece behind. 
Laterally, the wound extended on each side 
nearly to the carotid sheaths, but not to 
within a dangerous distance. The patient 
on admission to the hospital had lost a great 
quantity of blood, and was a good deal col- 
lapsed. He was known to be the subject of 
chronic alcoholism in its worst form, and 
was therefore not a very promising patient 
from a constitutional point of view. The 
writer assisted Dr. Lines in treating the 
wound. A stout needle, threaded with strong 
salmon- gut, was run through the severed 
windpipe from below upwards. The needle 
was made to transfix the parts about a quar- 
ter of an inch from the severed edges. One 
median and two lateral sutures were used. 
On tying the sutures, the severed part came 
easily into apposition. As an additional 
security, similar sutures were made to under- 
run the soft parts, overlying the upper and 
lower segments. The windpipe was then 
covered in with the neighboring soft parts, 
buried sutures of catgut being used for the 
purpose. The wound was finally closed with 
stout salmon-gut, and a small drainage tube 
inserted at the lower angle. The upper two- 
thirds of the wound healed by first intention, 
and very slight suppuration occurred at the 
lower part, not sufficient, indeed, to materi- 
ally delay the healing of the wound. The 
patient was discharged at the end of a fort- 
night with the wound soundly healed. 

It is needless to add that every effort was 
made to render the wound as far as possible 
aseptic. This was all the more necessary, 
since the wound was inflicted with a dirty 
pocket-knife, as already mentioned. It is 
not to be expected that the results attained 
in this case would be attainable in all cases, 
but treatment based on such lines is cer- 
tainly calculated to yield much better results 
than by the older and more antiquated 
methods. 


RECENT PROGRESS IN RENAL SURGERY. 


The advances which have been made in 
recent years in surgery of the brain and 
the bowel are perhaps the most striking 
manifestations of the modern progress of 
surgery, but improvements of at least equal 
importance have taken place in the methods 
of surgical treatment of the kidney. In Zhe 
Lancet of April 30 was published the last of 
the Hunterian Lectures on the “ Surgery of 
the Kidney” which Mr. Henry Morris has 
recently delivered at the Royal College of 
Surgeons of England, and every one who has 














read these lectures must acknowledge the 
great importance of the subject with which 
they deal. 

Renal surgery is altogether modern. Ab- 
scesses in connection with the kidney had 
been occasionally incised, but only when they 
had soclosely approached the surface that they 
were pointing, and the surgeon was doubtless 
greatly surprised to find that he had operated 
on a kidney. In the same way, too, renal 
calculi may have been removed after incision 
of a presenting pyonephrosis. These cases, 
however, are really not worthy of being con- 
sidered cases of renal surgery at all. Further, 
it is true that in the sixteenth century the 
practicability of nephrotomy was discussed, 
but no application of these theoretical possi- 
bilities was ever made. 

In 1869, Gustav Simon, of Heidelberg, re- 
moved a kidney from a woman with great 
success. This is the first real operation on 
the kidney. The possibility of life continuing 
in the absence of one kidney had been amply 
demonstrated by experiments on animals, but 
Simon’s success was needed to convince sur- 
geons that the same fact was true as regards 
human beings. The simpler operation of 
nephrotomy was, however, the renal opera- 
tion which met with the greatest recognition, 
and it was performed in no small number of 
cases for the relief of pyonephrosis, and in a 
few of these a stone was removed. It was, 
however, not then recognized that there was 
an earlier stage than pyonephrosis in which 
surgical interference might be of advantage. 

In 1880 Mr. Morris cut into the apparently 
healthy kidney of a young woman and re- 
moved from it an oxalate of lime calculus. 
This was indeed a notable advance; it showed 
most conclusively that a thick layer of renal 
tissue could be cut through without any fear 
of uncontrollable or even severe hemorrhage, 
and that a wound of the kidney substance 
healed readily and thoroughly. But it showed 
much more than this: it showed that it was 
absolutely unnecessary to wait until a renal 
calculus had led to the complete destruction 
of a kidney before attempting to remove it, 
and that it was not only possible but safe to 
remove a stone from a kidney otherwise 
equally healthy. The example thus set has 
been regularly followed and the results have 
fully justified this alteration in practise. In 
Mr. Morris’ own cases of nephrolithotomy 
only one death occurred in thirty-four opera- 
tions. The effect of this change of practise 
has been great, and as a consequence the 
operation of nephrolithotomy has largely re- 


REPORTS ON THERAPEUTIC PROGRESS. 








559 


placed the simpler but less satisfactory neph- 
rotomy in all cases in which the patient has 
applied for treatment sufficiently early. 

Another operation which has done less 
perhaps than nephrolithotomy in the way of 
saving life, but quite as much in removing 
pain and discomfort, is nephropexy, or neph- 
rorrhaphy, as it is frequently called. <A 
movable kidney has but little tendency to 
shorten life, yet it leads often to much suf- 
fering and may entirely incapacitate for any 
exertion, and in many cases the relief result- 
ing from nephropexy is great and lasting. 

The latest development of renal surgery is 
of especial interest. When a kidney has been 
exposed by an incision it is occasionally found 
that the disease with which it is affected is 
limited to one part of the organ, and in a 
few cases it has been found possible to re- 
move with success the affected parts only 
and thus to preserve a portion of an organ 
which otherwise would have had to be alto- 
gether sacrificed. 

If the recent advances in the surgery of 
the kidney have surprised those accustomed 
to the old order of things, the modern sur- 
gery of the ureter excites still more astonish- 
ment. Numerous operations are now per- 
formed on the ureter, a structure which was 
quite recently considered to be wholly be- 
yond the possibility of surgical interference. 
The first and probably the most important 
operation performed was ureterotomy for cal- 
culus, and though the operation is still rare, 
yet it has been done by several surgeons, and 
stones have been successfully removed from 
all parts of the ureter—from the pelvis of 
the kidney to the opening into the bladder. 
Strictures of the ureter have been relieved 
by ureterotomy, and in some cases a portion 
of the tube has been excised with results 
which fully justify the operation. Ureteral 
anastomosis and ureteral grafting have re- 
ceived much attention in consequence of the 
frequency with which the ureter is involved 
in the operation of vaginal hysterectomy. 
Formerly the only hope which could be held 
out to a patient suffering from a ureteral 
fistula after such an operation was nephrec- 
tomy, but ureteral anastomosis and grafting 
bid fair to replace entirely this severe pro- 
cedure. Avstill more extensive operation on 
the ureter is excision. It is only called for in 
cases of wide-spread and persistent diseases, 
but it has been successfully performed for 
tuberculosis and other conditions of the 
ureter. 

Another subject considered by Mr. Morris 
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in his lectures was “obstructive anuria.” It 
is very rarely indeed that both ureters are 
simultaneously or almost simultaneously 
blocked by calculi. In most cases one 
kidney has been destroyed or rendered 
functionally useless by a stone, and then 
later, when the other kidney has taken on 
the double duty, it too has had its ureter 
blocked by the impaction of renal calculus. 
The symptoms which follow are identical 
with those met with after experimental lig- 
ature of both ureters in animals, and usually 
the symptoms which are commonly called 
“uremic” are absent. The patient survives 
a few days, perhaps as many as ten, and then 
dies. The fatal ending is inevitable unless 
the obstruction is removed. It has taken 
many years for it to be generally recog- 
nized that obstruction of the intestines can- 
not be cured by the lavish administration of 
purgatives, and that the obstructing cause 
must be removed or the bowel opened above 
the obstruction. In the precisely analogous 
case of obstructive anuria diuretics and exer- 
cise are still only too often relied on for 
treatment, and the patient is allowed to 
succumb when an operation would have 
saved him. It is true that the percentage 
of spontaneous removal of the obstruction 
is greater in the case of the ureter than in 
the case of the intestine, but the principles 
involved are the same and an operation 
should be performed as soon as the diag- 
nosis is established. 

The lectures were illustrated by an elabo- 
rate set of tables of operations on the kidneys 
which must prove of great value in the prep- 
aration of statistics on this subject. — Zhe 
Lancet, May 14, 1898. 


A METHOD OF EXPOSING AND OPERA- 
TING ON THE KIDNEY WITHOUT 
DIVISION OF MUSCLES, VES- 
SELS, OR NERVES, 


In the London Lancet of May 14, 1898, 
Mayo-Rosson describes an important method 
of operating on the kidney, and tells us that 
his lamented friend, the late Greig Smith, 
used to insist on the importance of opening 
the abdomen in the course of the muscular 
fibers as much as possible so as to avoid the 
weakness that is apt to follow on division of 
muscle; but the author can find no evidence 
in his own writings, nor did he gather in his 
many conversations with him, that he had 
conceived the idea of exploring the kidney 
on this principle. Dr. McBurney’s method of 











THE THERAPEUTIC GAZETTE. 


exposing the vermiform appendix, which the 
author has employed on numerous occasions 
with great satisfaction, suggested to his mind 
the possibility of exposing the kidney in a 
similar manner, and it was not until he had 
performed a number of operations by the 
method he is about to describe that his atten- 
tion was drawn to a paper by Dr. Abbe in the 
Transactions of the New York Surgical Society, 
in which he describes a case of nephrectomy 
performed on the same principle. Seeing 
that the operation is one which from ample 
experience he has found of great utility in 
all operations on the kidney, he has no hesi- 
tation in describing it and recommending it 
to the notice of other surgeons. 

The incision beginning on the inner side 
of the anterior superior spine of the ilium is 
carried backwards obliquely towards the tip 
of the last rib. The fibers of the external 
oblique and its aponeurosis are then split and 
retracted, exposing the internal oblique mus- 
cle, the muscular fasciculi of which are split 
in a line between the ninth costal cartilage 
and the posterior superior spine of the ilium, 
in which position they are longer than in 
front of or behind that line. When the 
fingers are pushed through the internal ob- 
lique to split it the fibers of the transversalis 
are pierced and can be retracted along with 
the oblique muscle. A diamond space is thus 
formed, at the bottom of which is seen the 
transversalis fascia, which is then incised, 
exposing the perirenal fat, and on pushing 
the fingers through this the kidney is easily 
reached in whatever position it may lie. If 
needful the whole hand may be introduced 
into the perirenal space and the kidney can 
be grasped and freely manipulated, the re- 
tractors for the moment being withdrawn. 
If the vessels are moderately long, and in all 
cases of movable kidney, the organ may be 
brought through the wound and explored by 
incision or by needling, or it may be exam- 
ined by the selenium screen and the Roentgen 
rays. Should a calculus be found it can be 
extracted and the wound sutured before the 
organ is returned. 

After all necessary manipulations on the 
kidney have been effected, the kidney, if not 
removed, is replaced, or if not disturbed from 
its bed is left iz situ. The cavity is then 


sponged out, and on withdrawing the retrac- 
tors the muscles at once fall together and 
may, if thought desirable, be sutured with 
two or three interrupted catgut sutures, the 
skin incision being brought together by in- 
As a rule, 


terrupted silkworm-gut sutures. 














not a single ligature is required, as there is 
no bleeding. 

The advantages of this method of explor- 
ing the kidney are obvious: (1) There is no 
division of muscle and therefore no weak- 
ening of the abdominal wall immediate or 
remote. (2) No vessels are divided, thus not 
only saving time but rendering healing fer 
primam more likely. (3) No nerves are sev- 
ered, and therefore paralysis of the rectus 
and other muscles is avoided. (4) The op- 
eration is done with the patient lying on the 
back, to the great convenience of the anes- 
thetist, the operator and his assistants, and 
to the manifest advantage of the patient, who 
is saved much unnecessary disturbance. (5) 
The great saving of time as well as the dim- 
inution of hemorrhage means lessening of 
shock, thus rendering operation feasible when 
it otherwise might be questionable. (6) It is 
an important fact that diagnosis in kidney 
cases, especially in renal calculus, is by no 
means perfect, and if it can be proved that 
an exploration of the kidney can be done 
quickly with little or no danger and without 
any subsequent weakness being left, the phy- 
sician will be less loath to permit, and the 
surgeon to perform, an exploratory operation 
after all other means have been fruitlessly 
tried. (7) Lastly, after such an operation 
convalescence is materially shortened, as the 
patient may be safely allowed to be up at 
the end of the second week or even earlier, 
since there is no fear of the wound giving 
way. 

The author takes this opportunity of say- 
ing that wherever he can, when operating 
away from the middle line of the abdomen, 
he makes use of the principle of splitting 
instead of dividing muscles—for instance, in 
gastrostomy, in inguinal colotomy, in typh- 
lotomy, sometimes in cholecystotomy, and 
nearly always in the removal of the vermi- 
form appendix. He would also point out 
that if it be found necessary to extend the 
opening—for instance, in case of operation on 
the ureter—deeply in the pelvis, it is easily 
accomplished by departing slightly from the 
principle here advocated and dividing the 
deep plane of fibers and further splitting the 
external oblique towards Poupart’s ligament. 
The internal oblique will then require sutur- 
ing to bring together the divided edges. In 
this way the ureter, even to its entrance to 
the bladder, may be fully exposed to sight as 
well as touch, as in a case which was wit- 
nessed by his colleagues, Mr. Teale and Mr. 
Ward, who will, he feels sure, bear him out 
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in his statement as to the efficiency of this 
method of exploration. He could relate a 
greater number of cases on which he has 
operated, but thinks that those he has given 
will be sufficient to serve as examples. 








Reviews. 


An International 
Edited 
Vol- 


TWENTIETH CENTURY PRACTICE. 
Encyclopedia of Modern Medical Science. 
by Thomas L. Stedman, M.D. In 20 volumes. 
ume XIV: Infectious Diseases. 


This fourteenth volume, which is in size 
and shape like its predecessors, covers about 
600 pages, including the index, opens with 
an exhaustive article by Forchheimer, of Cin- 
cinnati, upon Scarlet Fever, and ends with 
one by Bruce upon Malta Fever. The index 
strikes us as being better than that in some 
of the preceding volumes, in that it is more 
complete. Dr. Forchheimer’s article covers 
114 pages and deals with the history, geo- 
graphical distribution, etiology, bacteriology 
and symptomatology of this important dis- 
ease in a manner which is familiar to those 
who have read Dr. Forchheimer’s previous 
contributions to medical literature. 

Dawson Williams, of London, so well 
known for his editorial work, contributes 
the next article upon Measles, a considerable 
portion of which is devoted to the important 
subject of prophylaxis, and in this connection 
a copy of a handbill issued by the Glasgow 
Health Committee is of interest. Dr. Forch- 
heimer also contributes the article upon Ger- 
man Measles, and Dillon Brown, of New 
York, that upon Chicken-pox. 

The article upon Whooping-cough is by 
Joseph O’Dwyer and N. R. Reed, of New 
York, and considering the importance of this 
disease and the fact that it is written of by 
two men, the discussion is extraordinarily 
brief, covering less than twenty-three pages, 
a considerable portion of which is curiously 
enough devoted to the subject of intubation 
as a means of relieving the spasm of the 
glottis. Antipyrin seems to remain the most 
popular drug in the treatment of this condi- 
tion. 

Cholera Infantum is discussed by Dr. Ja- 
cobi, and the article is written ina way which 
is extremely characteristic. It is hardly 
necessary to state that this is an authorita- 
tive paper upon the subject of which it 
treats. 

Asiatic Cholera is discussed by Theodor 
Rumpf in an exhaustive article of about 
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150 pages, with a fairly complete biblio- 
graphical list. A considerable portion of this 
article is devoted to the important subject of 
treatment. No less an authority than Sir 
Joseph Fayrer writes upon Dengue, and 
Sodné, of Rio Janeiro, upon Beriberi. Ma- 
larial Fever is discussed by Netter, of Paris, 
and the concluding article upon Malta Fever 
is by David Bruce, of the British Army. This 
volume is one of the best of the series. 


A TEXT-BOOK OF DISEASES OF THE KIDNEYS AND 
GENITO- URINARY ORGANS. By Professor Dr. Paul 
Firbringer. Translated by W. H. Gilbert, M.D. In 
two volumes. Volume II. 

London: H. K. Lewis, 1898. 

The first volume of this work was reviewed 
in 1895, and in the three years which have 
elapsed since that time we have been won- 
dering when the second part would appear, 
for much of the value of a work depends 
upon the promptness with which it is pub- 
lished as a whole; and this second volume is 
a translation of what its author wrote a num- 
ber of years ago. Notwithstanding this fact 
the complete work is to be considered as a 
first-rate summary of our knowledge of 
genito-urinary diseases. 

The present volume deals with pyelitis, peri- 
nephritis, nephrolithiasis, and the various tu- 
mors and abnormalities of the kidneys in the 
first one hundred pages. The next fifty pages 
are devoted to diseases of the bladder, and the 
remainder of the volume, which covers about 
300 pages, is devoted to diseases of the ure- 
thra in the two sexes and to diseases of the 
genital organs as they are met with in the 
male. A noteworthy part of the book is the 
copious references made by the author to 
standard writers upon the subject with which 
he deals; and the volume closes with a good 
bibliography, which covers about twenty - 
three pages. The index to both volumes is 
included in this one. Certainly those who 
have the first volume should possess them- 
selves of the second, for it is larger, better, 
and more interesting than the first. 


ILLUSTRATED SKIN DIsEASES. An Atlas and Text- 
book. With Special Reference to Modern Diagnosis 
and the Most Approved Methods of Treatment. By 
William S. Gottheil. 

New York: E. B. Treat & Company, 1897. 


We are told in the announcement of this 
pictorial review of skin diseases that it is an 
attempt to depict on paper and preserve per- 
manently the varied and evanescent forms of 
skin diseases, and that as photography gives 
us form but not color, chromolithography has 
been resorted to to make the study of dis- 


eases in text-books more clear. The pub- 

lishers believe that the strides which have 

been made in colored photography within 
the last year or two render it possible to 
produce a series of lifelike plates. This 

Atlas is to consist of quarto portfolios, each 

comprising twenty-five quarto pages of text 

and four plates, and in addition numerous 
black and white illustrations. Twelve port- 
folios will it is expected complete the work, 
and three of these have so far been published, 
the first dealing with the Anatomy and 
Physiology of the Skin; the second with 
the Therapeutics of the Skin, Classification 
and Functional Disorders, such as pruritus, 
hyperidrosis, chromidrosis, and bromidrosis; 
while the third portfolio deals with Sebor- 
rhoea and various other diseases associated 
with the oily secretions of the skin, and with 

Erythema, Urticaria, and Purpura. 

The text is well printed and the plates 
have a handsome appearance. The illus- 
trations, made by the Photogravure and 
Color Company of New York, are unusu- 
ally good, for they possess that lifelike tint 
which is so difficult to obtain in works of this 
character and upon which the diagnosis so 
largely depends. 

The opening article upon the General 
Therapeutics of Skin Diseases in Portfolio 
II seems to us well written, and the entire 
work is worthy of the confidence of the pro- 
fession. 

A MANUAL OF GENERAL PATHOLOGY FOR STUDENTS 
AND PRACTITIONERS. By Walter Sydney Lazarus- 
Barlow, B.A., M.D. 

Philadelphia: P. Blakiston, Son & Company, 1898. 

The author tells us that he has endeavored 
to fill, in some degree, a lacuna in the modern 
literature of Pathology, and to those who are 
familiar with this literature it would seem 
that there was either no lacuna to fill or that 
it was so small that a small amount of ma- 
terial would cause it to overflow. On the 
contrary, the author seems to have found 
a very large open space which needs to be 
filled, for his volume is an octavo of nearly 
800 pages, fairly closely printed, and sup- 
plied with a bibliography at the end of each 
important chapter. His chief object in wri- 
ting the volume has been to present the 
reader with the results of the study of ex- 
perimental or general pathology which he 
thinks have not received the attention they 
deserve. A large amount of information in 
the volume is taken from Cohnheim’s Lec- 
tures in General Pathology, and also from 
the System of Medicine edited by Allbutt. 
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From what has been said it is evident 
that this volume is not intended to be a 
work upon Pathology in the ordinary sense 
of the word. On the other hand, it is a story 
of what has been accomplished by patho- 
logical research in explaining and amplifying 
our knowledge in regard to gross pathology. 
A chapter which has seemed to us of great 
interest is that devoted to the Pathology of 
Heat Government, a chapter which in most 
books upon Pathology is sadly lacking. This 
chapter is, however, not as thorough as it 
should be. Naturally such a chapter must 
deal largely with physiological facts, for the 
line drawn between heat processes as they 
occur in disease and in health is, of course, 
very indistinct. 

The book seems to us to be eminently 
suited to the needs of the physician who 
desires to keep himself in touch with the 
modern knowledge of disease, but not to be 
adapted to the necessities of the under- 
graduate student. 


DISEASES OF THE 
Edited by Charles 


AN ATLAS AND ABSTRACT OF 
LARYNX. By Dr. E. Griinwald. 
P. Grayson, M.D. 

Philadelphia: W. B. Saunders, 1898. 

The editor’s preface states that if it is true 
that “good wine needs no bush,” it is cer- 
tainly true that so good a book as this needs 
no preface. Unlike other books in this series, 
it opens with no less than 103 pages of text 
devoted to the various pathological condi- 
tions which are found in the larynx, and this 
text is followed by forty-five plates and 
figures which illustrate these conditions. 
Here again the skill of the Bavarian lithog- 
rapher is shown in the lifelike portrayal of 
healthy and diseased tissues. The book is 
to be highly recommended to those who are 
interested in laryngology as a specialty or in 
diseases of this portion of the body in their 
relation to general medicine. 


DISEASES OF THE STOMACH. 
Second Edition. 
New York: William Wood & Company, 1898. 


By Max Einhorn, M.D. 


Within the last few months no less than 
four volumes devoted to diseases of the 
stomach by different authors and publishers 
have been placed upon the American book 
market, two of them, one ‘by Hemmeter and 
the other by Van Valzah, appearing for the 
first time. The others are new editions of 
older and more familiar works. It will be 


remembered that Dr. Einhorn has done ex- 
ceedingly good original work in studying 
gastric disorders and that he contributed a 
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valuable article to the Twentieth Century 
Practice of Medicine upon this subject, an 
article which was very nearly related in every 
respect to the first edition of the work now 
under notice. 

The present volume does not materially 
differ from the first, which appeared a little 
over a year ago, but few alterations and addi- 
tions having been made to it. It shows from 
beginning to end that the author is familiar 
as an original worker with his subject. It 
does not profess to be so exhaustive a 
manual as the three that we have named, but 
it will give the practical physician pretty 
much all the information that he needs in 
this special line of work. 


A Treatise on Diseases of 
Second Edi- 


MODERN GYNECOLOGY. 
Women. By Charles Bushong, M.D. 
tion, Enlarged and Illustrated. 

New York: E. B. Treat & Company, 1898. 

The publishers in a note to this book, 
which is the first text which our eyes meet, 
inform us that this book is designed to tell 
the physician “ what to do and how to doit,” 
and the editor tells us in his preface, dated 
May 2, 1898, that he has remodeled the chap- 
ter on Neoplasms in the Special Organs of 
Women, and entirely rewritten that upon 
Malignant Disease of the Female Genitalia. 
To those who are not acquainted with the 
first edition we may state that the volume 
contains 105 illustrations and 18 chapters, 
which deal with Examinations, Menstruation 
and Its Disorders, Diseases of the External 
and Internal Female Genitalia, Hygiene, Ex- 
ercise, and Sterility. The volume closes with 
an appendix describing instruments and office 
apparatus, which to many practitioners will 
prove a useful chapter even though it is ex- 
ceedingly brief. Altogether the volume con- 
tains about 400 pages, which are written in 
an easy, yet concise, manner. It will not be 
found a complete treatise upon Gynecology. 
It is rather to gynecology what a book upon 
minor surgery is to general surgery, and as 
such it is deserving of confidence. 


YELLOW FEVER. Clinical Notes by Just Touatre, M.D. 

Translated by Charles Chassaignac, M.D. 

New Orleans: 7he New Orleans Medical and Sur- 

gical Journal, 18098. 

It is explained to us in the translator’s note 
that this volume has not been published in 
French, but that its author, having a better 
knowledge of the French language than of 
English, wrote it in French, and had it trans- 
lated. The object of the volume is to present 
in a concise form the author’s personal views 
in regard to this serious malady. For this 
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reason a description of a number of cases is 
to be found throughout the text. He asserts 
that he was one of the first to note the 
curious difference between the pulse and 
the temperature in yellow fever, and he 
believes that the importance and value of 
this difference are of the highest order 
in enabling the physician to make a posi- 
tive diagnosis on the first or second day of 
the disease. In the seventh chapter, which 
is devoted to the consideration of the treat- 
ment of yellow fever, the author deals first 
with prophylaxis and then with the ordinary 
medicinal and hydrotherapeutic measures 
which he believes are of value. He be- 
lieves that bicarbonate of sodium is a very 
useful remedy in this malady, and relies 
largely upon full draughts of Vichy water 
in addition to other treatment more com- 
monly described. 


AIX-LA-CHAPELLE AS A HEALTH REsorT. By a num- 
ber of German Physicians of Aix-la-Chapelle. ‘Trans- 
lated by James Donelan, M.D. 

London: J. & A. Churchill, 1892. 

Why this book should have been sent to 
us so long after the date of its publication 
we do not understand, unless it is in the way 
of advertising the springs of which it treats. 
We notice that a complete list of the various 
physicians practising in Aix-la-Chapelle is 
enclosed with the volume, and that the list 
is completed by the names of the German 
and American dentists who can be consulted. 
Although it is largely, therefore, in the na- 
ture of an advertisement, this book of over 
300 pages nevertheless is one of value and 
interest to those who have occasion to send 
their patients abroad. The book contains 
chapters, first, upon the baths themselves, 
and second, the diseases treated with success 
by these baths, including gout, rheumatoid 
arthritis, diseases of the skin, various ca- 
tarrhal conditions, syphilis, diseases of the 
nervous system, diseases of the eyes, and 
chronic metallic poisoning. 


RHEUMATOID ARTHRITIS. By Gilbert Bannatyne, M.D. 
F.R.C.P. (Ed.). Illustrated. Second Edition. 
Bristol, England: John Wright & Company, 1898. 
As if to emphasize how little we really 
know about rheumatoid arthritis and kindred 
lesions, the medical profession is presented 
from time to time with monographs dealing 
with this remarkable malady, and after we 
have read them we are forced to reach the con- 
clusion that but little real advance has been 
made in our knowledge of its etiology, pa- 
thology, and therapeutics. A noticeable thing 
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about this little book of two hundred pages. 
is the unusually good illustrations, many of 
which cover an entire page and which show 
the swellings and other arthritic deformities. 
characteristic of the disease. These are un- 
usually well represented and are taken from 
life. It is interesting to notice how the fusi- 
form deformities of rheumatoid arthritis 
may resemble the dactylitis syphilitica of 
the older writers. Most of the chapters. 
have appended to them brief but apparently 
valuable bibliographies, and the volume closes 
with an index of authors and of subjects. 
The author endeavors to substantiate his 
claim that Wohlmann and himself have dis- 
covered the micro-organisms which are 
specific to this disease, and he takes pains. 
to elucidate their life history and peculiari- 
ties as worked out by Bloxall. Because of 
his belief in the bacteriological origin of this. 
disease Dr. Bannatyne is most emphatic in 
separating senile arthritis from the more 
general disease rheumatoid arthritis. 


OUTLINES OF PRACTICAL HYGIENE. By C. Gilman 

Currier, M.D. Third Edition, Revised and Enlarged. 

New York: E. B. Treat & Company, 1898. 

This is a small octavo volume of nearly 
500 pages devoted to Hygiene, as its title 
indicates. It is rather an essay upon this- 
subject than a text-book, which advocates 
scientific study of our knowledge of this. 
important subject. Indeed, it is so much in 
the form of an essay that it does not seem 
particularly well suited for class work. On 
the other hand, the manner in which it has. 
been compiled renders it a useful volume for 
collateral reading both in medical schools 
and in the advanced work of the ordinary 
literary institution. Some of the illustrations, 
as for example the one showing the typhoid 
bacillus and those of cholera and tetanus, 
are very indefinite and almost laughably 
minute, that on diphtheria, for example, be- 
ing about a quarter of an inch square. 


AN ATLAS OF LEGAL MEDICINE. By Dr. E. Von Hof- 


man. 

Philadelphia: W. B. Saunders, 1898. 

This German Atlas has been translated 
and edited by Dr. Frederick Petersen, of 
New York, and Dr. A. O. J. Kelly, of Phila- 
delphia, and is a valuable contribution to the 
subject of which it treats. The medical 
reader of to-day is advantageously placed in 
that it is possible for publishers to provide 
illustrations of so true and natural a charac- 
ter as to make them of distinct value for 
medico-legal work. The illustrations, both 




















in black and white and in colors, are exceed- 
ingly good; only in a few instances do we find 
figures in which too much color is applied, as 
on Plate 45, where a stomach from a case of 
cyanide of potassium poisoning is illustrated. 
A very interesting illustration is Fig. 127, 
which shows a suicide perpetrated by a shot 
from a hunting rifle with a spreading ball. 
The spreading ball blew the head into an 
unrecognizable mass. There is no regular 
text in the volume, except that which serves 
to render the illustrations clear and useful— 
that is to say, each illustration is accompa- 
nied by complete descriptive text on the 
opposite page. 


A SYSTEM OF MEDICINE. Edited by Thomas Clifford 

Allbutt, M.D. Volume VI. 

New York: The Macmillan Co., 1898. 

As we pointed out in regard to the 
earlier volumes of this System, there is a 
pleasant impress of personality on the part 
of the editor throughout, and in his preface 
in the present volume, which is written as if 
he were writing a personal letter of explana- 
tion to each individual subscriber, we are 
told how it is that certain articles, notably 
that of Professor Welch, of Baltimore, have 
been unavoidably detained, and will there- 
fore have to appear in the last volume of the 
System. This we presume will be numbered 
Volume VII, although it is referred to by 
Dr. Allbutt in his preface as Volume VI, 
although again the present volume is im- 
printed on its back and on its title page as 
Volume VI. It is only fair to state, however, 
that the inaccuracies and confusion which 
have existed in regard to the numbering of 
the volumes are the chief inaccuracies of the 
entire series. 

The present volume deals entirely with dis- 
eases of the respiratory organs, namely, bron- 
chitis, bronchiectasis, pneumonia, phthisis 
pulmonalis, pneumoconiosis, pulmonary as- 
pergillosus, emphysema of the lungs, asthma 
and hay-fever, and syphilitic diseases of the 
lungs. We have turned with particular in- 
terest to the articles upon pneumonia and 
hay-fever. in the treatment of pneumonia 
the sensible statement is made that we can- 
not cut short the disease at the present 
time. After directions as to the necessity 
of keeping the bowels moving and the 
resort to ordinary hygienic procedures, we 
are told concerning special treatment that 
the temperature rarely needs the attention 
required by some other infectious diseases, 
and when it does require such attention the 


REVIEWS. 











565 


cold sheet or Leiter’s tubes may be used. 
The author, who is Dr. Pye-Smith, does not 
consider digitalis by any means as valuable in 
pneumonia as it is in the treatment of cardiac 


failure due to valvular disease. Bleeding is 
not to be neglected, nor is it to be overdone, 
and it is particularly indicated in those cases 
where there is distention of the right side of 
the heart and cervical veins. To our sur- 
prise we do not find any recommendation of 
the use of strychnine or atropine in the 
meeting of severe symptoms of circulatory or 
respiratory failure in this disease. Indeed, 
we think that beyond the points named the 
treatment outlined is distinctly unsatisfac- 
tory. In the article on hay-fever, a disease 
with which Englishmen are perhaps not so 
well acquainted as American practitioners, 
we are surprised to find that in the opinion 
of Dr. Goodhard a hypodermic injection of 
morphine stands first for the purpose of 
diminishing the violence of the dyspnea, and 
that pilocarpin is also a valuable drug where 
asthmatic attacks complicate the affection. 
He suggests the use during the attack of the 
inhalation of fumes from blotting - paper 
soaked in nitrate of potassium; in other 
words, he treats this condition much as he 
would an ordinary case of asthma. After 
reading the article on treatment of this dis- 
ease we confess that we do not feel that we 
have gained much knowledge. These are, 
however, individual criticisms which in no 
way militate against the value of this volume. 
It is a System of which the Anglo-Saxon in 
America can be as proud as the Anglo- 
Saxon in Great Britain, and will prove of 
great use as a work of reference to medical 
teachers and practitioners on both sides of 
the Atlantic. We would not be without it. 


HAY-FEVER AND ITS SUCCESSFUL TREATMENT. By 
W. C. Hollopeter, A.M., M.D. 
Philadelphia: P. Blakiston, Son & Co., 1898. 


This little brochure of a little over one 
hundred pages of text represents to a large 
extent personal studies made by Dr. Holio- 
peter concerning this disease. He evidently 
writes almost entirely from the clinical aspect 
of personal experience, although at the close 
of the book there is a copious bibliography 
extending from 1565 to 1898. 

After discussing the etiology and pathology 
of the affection he tells us, in the chapter de- 
voted to treatment, that the daily sterilization 
of the nares and post-nasal spaces is a point 
of primary importance in hay-fever sufferers. 
The second point is to remove any abnormal 
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condition which renders the mucous surfaces 
hypersensitive. The local treatment consists 
in the use of the ordinary Dobell’s solution 
sprayed thoroughly into each nostril, after 
which the mucous membrane is, to use Dr. 
Hollopeter’s term, “scrubbed” by means of 
a piece of cotton on a cotton carrier, after 
which the mucous membrane is dried and a 
mild solution of menthol and albolene is 
sprayed in and the nostril is plugged for a 
moment in order to keep the oily application 
in contact with the mucous membrane. There 
is no doubt whatever that the antiseptic rec- 
ommendations of Dr. Hollopeter are worthy 
of being universally followed. 


CONSERVATIVE GYNECOLOGY AND ELECTRO-THERA- 
PEUTICS. A Practical Treatise on the Diseases of 
Women and their Treatment by Electricity. Third 
Edition, Revised, Rewritten, and Greatly Enlarged. 
By G. Betton Massey, M.D. Illustrated. 

Philadelphia: The F. A. Davis Co., Publishers, 1898. 

Although this volume professes to be a 
third edition of Dr. Massey’s book upon 
Electricity and Diseases of Women it is in 
reality a new work, as the original volume 
has been so rewritten and increased in size 
that the two when put side by side do not 
show any relationship to one another save in 
the fact that both of them strongly urge the 
use of electricity in the treatment of a good 
many disorders which other gynecologists 
believe can only be remedied by distinct 
operative procedures. The book is divided 
into two parts, the first dealing with the 
modes of examining patients, studies con- 
cerning electricity, and the methods of its 
application to the diseases of the genito- 
urinary tract in the female in which electro- 
therapeutics are believed to be of value. The 
second part deals with the rudiments of med- 
ical electricity, and is devoted to an explana- 
tion of the physics of the subject and to dis- 
tinct directions as to the apparatus to be em- 
ployed. A noteworthy characteristic of the 
volume is the full-page illustrations which are 
to be found through it. A large number of 
these are from life and many of them are 
lithographs taken from paintings of living 
patients. In other instances they are actual 
photographs, in which can be recognized the 
author, one of his trained nurses, and the 
patient. 

It is customary in most books of this char- 
acter where an actual patient is photographed 
to so destroy the likeness as to make identi- 
fication impossible, but a disregard for this 
custom which would do credit to a French 
novel is characteristic of some of these pic- 


tures, as for example in Plate VIII or IX. 
However, honi soit gui mal y pense. It can be 
said on the other hand that these illustra- 
tions are unusually good, that they illustrate 
far better than many diagrams with which 
we are familiar the points to which electricity 
is to be applied for therapeutic purposes, and 
Dr. Massey deserves credit for the infinite 
pains which he has apparently taken to illus- 
trate his subject. The question as to the 
usefulness of electricity in the genito-urinary 
affections of females we have no space to 
deal with. Dr. Massey is one of those who 
“out-Herods Herod,” so to speak, in his con- 
fidence in these measures. There is no doubt 
at all that in a certain number of cases 
electro-therapeutics are exceedingly valuable 
in this class of patients. That fibroids and 
other large tumors can be removed by the 
use of electricity is, however, beyond our be- 
lief. The present volume nevertheless is so 
far as we know the best exposition of the 
subject in the English language. The early 
and comparatively imperfect editions which 
have preceded it have been unusually suc- 
cessful, and for these reasons the present 
volume cannot fail to prove popular. 


A MANUAL OF OBSTETRICS. By A. F. A. King, M.D. 
Philadelphia and New York: Lea Brothers & Co., 

1898. 

This, the seventh, edition of Dr. King’s 
small but very useful manual of obstetrics 
not only contains all that was good in the 
previous editions, but those facts which have 
been accumulated by the author in personal 
experience and from current medical litera- 
ture since the last edition appeared. The 
success of this book has depended upon the 
fact, first, that it represented the teachings 
of a recognized authority; second, that ‘the 
student and practitioner find the information 
that they desire in a concise and applicable 
form; and third, the size and price of the 
volume is such that it is within the reach of 
every one. The present edition will serve 
to still further increase the popularity of the 
work. 


THE INTERNATIONAL MEDICAL ANNUAL FOR 1898. 
New York: E. B. Treat & Co. Bristol, England: 

Wright & Co. 

This annual publication is now familiar to 
most practitioners in this country and abroad. 
The editor has called to his aid a number of 
men who are well known writers in the vari- 
ous branches of medicine, and they have 
abstracted from current medical literature 
most of the material which they consider 
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valuable. The present volume is equal to 
its predecessors in value. Like them it is 
copiously illustrated in black and white, and 
is also beautified by colored lithographs. 
The work deserves the success which has 
already been accorded to it. 








Correspondence. 








LONDON LETTER. 


By RAYMOND CRAWFURD, M.A. Oxon., M.D., M.R.C.P. 
Lonp. 





We have recently regaled you with details 
of the treatment of phthisis by large doses 
respectively of creosote and guaiacol, and 
now we would call your attention to the 
paper read by Dr. Russell, of Birmingham, 
at the meeting of the Midland Medical So- 
ciety, on “Iodoform in the Treatment of 
Phthisis.” Iodoform has recently in this 
country passed into complete disrepute as 
of any substantial value in the treatment of 
pulmonary tuberculosis, so that it is interest- 
ing to find some one who has a good word 
to say for it. After substracting all cases in 
which the period of attendance was too brief, 
or other conditions too uncertain to build an 
argument upon, Dr. Russell minutely analyzes 
123 cases. Most of the cases were treated 
with rapidly increasing doses of iodoform. 
The initial dose was usually two or three 
grains three times daily, and to this two 
grains were added weekly to each dose until 
a maximum dose of ten grains thrice daily 
was reached. In these cases the iodoform 
was habitually given along with cod-liver oil, 
but any fallacy arising from this cause has 
been eliminated by comparison with a group 
of cases treated with cod-liver oil, but with- 
out iodoform. The criteria of improvement 
that have been selected are alteration in phys- 
ical signs, occurrence of hemoptysis, altera- 
tion in cough and night sweats, change in 
weight, and the subjective sensations of the 
patients themselves. Out of fifty-one cases 
available for investigation, as many as fifteen 
showed some improvement in the physical 
signs, and in five of these the improvement 
was marked—a very much larger proportion 
than in the cases treated without iodoform. 
The stage of disease in each series may be 
taken to all intents and purposes as the same. 
In fact, looked at from this point of view the 
iodoform treatment can hardly be said to 
have had a fair chance, as in out-patient 
practise the early and tractable cases tend 
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to discard treatment as soon as any improve- 
ment is felt, while only the advanced and 
hopeless cases persist to the bitter end. The 
statistics of hemoptysis under the treatment 
are quite valueless, as the series of contrast 
cases differ widely in the duration of the at- 
tendance, and ceteris paribus the longer the 
attendance the greater the likelihood of 
hemoptysis. Dr. Russell failed to find the 
same benefit for the night sweating that 
other observers have recorded from iodo- 
form, and only a very slight influence on the 
severity of the cough. Every one will agree 
with Dr. Russell that there is no better index 
of improvement than gain of weight in 
phthisis, and in this particular the cases 
treated with iodoform show a marked ad- 
vantage over the contrast series. We append 
the two tables for comparison: 


IODOFORM CASES. 
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A very large number of the patients ex- 
pressed themselves as feeling decidedly better 
under the iodoform treatment. This cannot 
be attributed to the traditional optimism 
of phthisical patients, because, as Dr. Russell 
points out (and we have always maintained 
the same) the characteristic of phthisical out- 
patients at a hospital in a large town is pro- 
found and ineffaceable depression. From 
what we have said it will be seen that no 
great power for good is claimed for iodo- 
form, but rather that it compares favorably 
with other drugs. In spite of the large doses 
employed in these cases, only two instances 
of toxic symptoms were noted, namely, two 
cases of temporary amblyopia. 

The committee appointed by the Clinical 
Society of London at the commencement of 
the year 1895 to investigate the clinical value 
of the antitoxin of diphtheria have just issued 
their report. Their findings merely confirm 
the generally accepted belief in its efficacy not 
only to lessen mortality, but also to prolong 
the duration of life in fatal cases. Looking 
at the statistics of the cases of more or less 
marked laryngeal affection, the committee 
express themselves as very confident of the 
usefulness of antitoxin. In the first place, 
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nearly one-half of the cases of laryngeal 
affection escaped tracheotomy, while the 
mortality after tracheotomy was only 36 
per cent. as against 71.6 in the series com- 
piled from the statistics of general hospitals 
prior to the introduction of antitoxin. Trans- 
lated into other terms, this represents a les- 
sened tendency of the membrane to spread 
to the larynx and trachea, and a lessened 
danger in the cases in which such extension 
has occurred. The investigations also con- 
firm the absence of any connection between 
the occurrence of paralysis and the amount 
of antitoxin injected. This is the more re- 
markable, as with a lessened mortality from 
the initial disease one would have expected 
an increase of the paralytic sequelz. Joint 
pains beyond a doubt must be set down as 
one of the ill effects of the antitoxin, as they 
do not occur in the series not treated by anti- 
toxin; and in nearly all the cases in which 
joint pains occurred there was also a rash 
and some rise of temperature. A rash oc- 
curred in nearly one-third of the 633 cases 
treated by antitoxin; the rashes were either 
erythematous or urticarial, but the former 
were much the more frequent. The date 
of eruption from the time of the first in- 
jection varied considerably, but in two-thirds 
of the cases it appeared between the sixth and 
the twelfth day, and the eighth day seemed 
to be the most favored day. In more than 
half the cases the temperature rose with the 
appearance of the rash, the duration of which 
was very variable. It will be seen that the 
report contributes little fresh material to ex- 
isting knowledge, but it is of great value as 
the careful conclusion of a committee of con- 
scientious clinical observers. 

The special “ Tuberculosis’’ number of the 
Practitioner, to which we called attention in 
our last letter, seems likely to bring about 
some practical assistance to the preventive 
treatment of tuberculosis in this country. 
Recently a meeting of many leading med- 
ical men was held at Sir William Broadbent’s 
house to discuss measures for awakening the 
interest of the public. The first step has 
been taken in the formation of a society to 
disseminate knowledge as to the channels 
and modes by which tuberculosis is acquired, 
and should this preliminary effort meet with 
any adequate public response, it is proposed 
to establish sanatoria that shall be pecuni- 
arily within the reach of all classes of the 
community. Dr. Burton Fanning has shown 
that the open-air treatment of phthisis can be 
successfully carried out even in the variable 
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and inclement conditions of climate that have 
fallen upon us in these latter days. He has 
tried it for a period of three years in a conva- 
lescent home at Cromer, details of which 
were published in Zhe Lancet of last March, 
The whole of the twenty-two patients sub- 
jected to the régime benefited in some de- 
gree, and some to a remarkable degree. By 
means of shelters so constructed as to protect 
from rain, wind, and the glare of the sun, pa- 
tients were able to spend as much as six and 
a half hours a day on an average in the open 
air; and it is probable that in an institution 
with a resident medical officer always at 
hand, even longer hours might have been 
allowed without risk. 

Dr. Dreschfeld’s paper to the Manchester 
Therapeutical Society on the therapeutics of 
diuretin is valuable. He had used it in 
acute Bright’s disease, where the urine was 
scanty, and had found it increase the output 
of urine from 15 ounces to as much as 100 
ounces in the twenty-four hours. The same 
good results were not obtained in post-scar- 
latinal nephritis. In chronic tubal nephritis he 
had sometimes found diuretin act when digi- 
talis had failed, but the effects were asa rule 
transitory; while in interstitial nephritis he 
had found no benefit, and on the other hand 
a liability to excite toxic symptoms. Dr. 
Dreschfeld considers diuretin to be a power- 
ful diuretic by virtue of its action on the 
epithelium of the convoluted tubules. He 
apparently does not believe in any primary 
action of the drug on the heart, but considers 
the relief to the heart secondary to the diu- 
resis. This latter view we fancy is generally 
held, and has been confirmed by the experi- 
ments of Cohnstein on animals. In heart 
disease Dreschfeld found diuretin valuable 
in the treatment of mitral disease, especially 
when the symptoms had come on suddenly. 
In aortic disease—in which we have some- 
times found it tolerated when digitalis was 
not— Dreschfeld found it of little use, and 
sometimes actually harmful; while in simple 
failure of the heart muscle without valvular 
lesion diuretin had sometimes done what 
digitalis had failed to do. In our own ex- 
perience diuretin has always seemed a most 
capricious drug in the treatment of cardiac 
dropsy, sometimes acting like magic, at an- 
other time and in apparently identical condi- 
tions failing completely. It seems almost as 
though reaction to the drug were to some 
extent an idiosyncrasy. In cirrhosis of the 
liver Dreschfeld has got startling results from 
diuretin; he had seen as much as four or five 

















quarts of urine passed in the twenty-four 
hours. As with cardiac disease, the cirrhotic 
patients in whom the symptoms had come on 
suddenly were more amenable than the older 
patients in whom the onset was insidious. 
Foster, of New York, has stated definitely 
that it is useless for diminishing ascites in 
hepatic cirrhosis, but possibly all the cases 
in which he tried it may have belonged to the 
latter category. Dreschfeld found no benefit 
either in the dropsy of pericarditis or of peri- 
tonitis, but had employed it successfully in 
one or two cases of pleural effusion. The ill 
effects of diuretin, as with digitalis, seem to 
fall mainly on the digestive system and are 
evidenced in nausea and vomiting. Dresch- 
feld occasionally noted signs of collapse, a 
symptom quite in accordance with Cohn- 
stein's experiments on animals. Dr. Dixon 
Mann suggests that some of the depressing 
effects of diuretin may be due to the salic- 
ylate of sodium it contains, and thinks that 
some soluble form of theobromine may be 
found more advantageous than diuretin. We 
should fancy that omission of the salicylate 
on the other hand would rob diuretin of one 
peculiar advantage it possesses in its marked 
action on the liver in addition to the other 
organs it affects. 

Now and again we are confronted with 
alarming symptoms from an overdose of that 
very useful drug, exalgine. Such a case is 
reported in the British Medical Journal of 
June 11. In this instance the patient had 
taken an eight-grain dose. The account of 
the patient’s sensations as given by herself 
and the very rapid recovery certainly suggest 
that hysteria lurked rather prominently in 
the background. We have ourselves repeat- 
edly used four- grain doses two and three 
times a day and have never yet encountered 
any of the untoward symptoms for which we 
have always been on the watch. We do not, 
however, consider it a drug that can be satis- 
factorily given over a period of time, as its 
effects are transitory and usually very quickly 
induced; it will often cut short an attack of 
pain, and is thus a valuable ally to other 
analgesics of a slower and more persistent 
activity. 


PARIS LETTER. 





By A. R. TURNER, M.D. (PARIs). 





In one of this year’s numbers of the Semaine 
Médicale Dr. Maurice de Langenhagen, of 
Cannes and Plombiéres, published an article 
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on the affection known as muco-membranous 
enteritis. Dr. de Langenhagen’s personal 
experience in treating this disease at Plom- 
biéres, and the care he has taken to set out 
at length the treatment, make the article an 
interesting one. 

The etiology and pathology were first con- 
sidered. Regarding the former Dr. de Lan- 
genhagen is to be classed among those who 
think that the cause must be sought in an 
irritation of the cecum and colon, and per- 
haps of a portion of the small intestine, due 
to stagnation of the feces in the intestinal 
canal. This stagnation gives rise to an irri- 


‘tation of the mucous surface, affecting chiefly 


the glandular system, and consequently super- 
ficial only. 

In almost every case the affection itself 
has been preceded by a period during which 
no other symptoms than obstinate constipa- 
tion and at times the passage of membranes 
were to be noted. The constipation may date 
far back, to childhood even. 

It is unfortunate that at this stage the pa- 
tient too rarely calls the attention of the 
physician to his condition, and it may like-. 
wise be feared that in many cases the latter 
would not understand the importance of pre- 
venting the onset of an affection which is so 
painful both physically and mentally. 

In one or two cases Dr. de Langenhagen 
has observed the seeming occurrence of the 
affection after an acute enteritis, and without 
a previous stage of long-continued constipa- 
tion. 

In treating muco-membranous enteritis 
three points should be considered, namely, 
the diet, the state of constipation, and the 
pain and discomfort suffered by the patient. 
However much it would seem rational to 
give a diet in which an abundance of cel- 
lulose and, generally speaking, coarse food 
would tend to prevent constipation, which is 
one of the chief symptoms, the very opposite 
is to be followed. The diet should in fact 
be as mild and concentrated as possible, and 
any additional constipation so produced must 
be met by the means spoken of later on. 

Dr. de Langenhagen recommends in severe 
cases an exclusive diet of a mixture of eggs 
and powdered meat, until the improvement 
be such that a less restricted diet may be 
taken. 

In acute attacks with dysenteriform symp- 
toms milk may be used exclusively, but only 
for a short time, as it tends to increase the 
constipation. 

I may say here that milk is disapproved of 
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by others who have had great experience in 
this affection, notably by Professor Potain of 
Paris, and by Dr. Baradtic of Chatelguyon, 
one of the two springs in France where most 
Cases resort for treatment. 

When the patient has recovered sufficiently 
to take a more generous and above all a more 
agreeable diet than eggs and powdered or 
raw meat, he may be given the following: 

Thick soups made with arrowroot, rice- 
flour, barley-flour, oat-flour, or lactated food; 
eggs prepared in various ways; roasted or 
broiled meats, both dark and white, chopped 
up or cut into small pieces, and with the fat 


and gristle carefully removed; brains; sweet-° 


breads; fish, such as sole or pike, but not 
oily fish, like salmon or mackerel. These 
fish may be boiled or fried in batter, but 
when eaten, the latter and the skin should 
not be taken. Lean ham not too salted is 
good. 

Vegetables should be taken in small quan- 
tities only, and should be mashed; thus 
mashed potatoes or peas or lentils are good, 
but salads, string-beans, and I may add for 
the United States, green corn, are to be 
avoided. 

It is undoubtedly better that such dishes 
should be prepared with as little butter as 
possible. 

Fruit necessarily falls under the same in- 
terdiction as salads, especially when un- 
cooked. A little cooked fruit, mashed and 
passed through a sieve, may be taken. No 
preserves are allowed. 

Bread may be taken in small quantities 
only, and then stale, and it is better to re- 
place it by some form of biscuit made 
expressly for dyspeptic patients. In some 
cases it is exceedingly difficult to induce the 
patient to give up bread, but its liability to 
ferment and its irritating action upon the 
intestine may render such action necessary. 

For sweets, light dry cakes or custards or 
blanc mange are good. Pastry is to be 
avoided. 

The patient should drink but little. Water 
is the best drink, though in some cases a 
mild beer mixed with water has been better 
supported. Weak hot tea taken at the end 
of the meal seems to have good effects in 
some cases. Wines and liquids containing 
alcohol should be most carefully avoided. 
Sauces, spices, game and fats may not be 
taken. 

Even when recovery has taken place two 
articles of food must be forever laid aside, 
fat and alcohol. The latter seems to burn 
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the intestine of patients liable to muco- 
membranous enteritis. So much for the diet. 

The constipation should be treated as fol- 
lows: A good stool should be obtained daily. 
Castor oil is a favorite with many for this 
purpose. A teaspoonful in the morning is 
usually sufficient. It may be given in black 
coffee or mixed with some substance which 
will enable it to be taken with less trouble. 
In some cases, however, it seems to encounter 
a special abnormal susceptibility in the pa- 
tients, who even after so small a dose as the 
above are really prostrated from the violent 
effect produced, and in whom the intestine 
remains for some days in a state of great 
irritation. In such cases small doses of olive 
oil, containing a few drops of castor oil, have. 
been recommended by Dr. Malibran, of Men- 
tone, who has practised at Plombiéres until 
recently. 

Instead of the oily purgatives some physi- 
cians prefer small doses of sodium or magne- 
sium sulphate, say from four to eight grammes. 
every morning. Glénard of Lyons and Vichy 
recommends this treatment. 

Podophyllin and belladonna, or cascara 
sagrada, with or without rhubarb and mag- 
nesia, may be given. 

Dr. de Langenhagen does not look with 
favor on enemata used for the purpose of 
causing a movement of the bowels; he thinks 
that they soon dull the sensitiveness of the 
rectum. 

Respecting local applications to the intes- 
tine, large enemata of hot water are useful, 
but should not be given too frequently. 
Borax (two grammes to the liter), sodium 
bicarbonate, or ichthyol (one to two table- 
spoonfuls to the litre) may be used. It is 
advisable to give these enemata by means of 
a reservoir raised from thirty to forty centi- 
meters above the patient. The water should 
be boiled and allowed to cool to from 45° to 
48° C. (113° to 118° F.). One liter may be 
introduced but not retained; following which 
from one-half to three-quarters of a liter 
should be injected and retained some minutes, 
during which the patient may be turned first 
on his left side, then on his back, and finally 
on his right side, in order to enable the liquid 
to penetrate as far as the cecum. 

Pain and discomfort may be treated by the 
internal administration of tincture of cannabis 
indica or of belladonna. An excellent method 
is to cover the abdomen at night on going to 
bed with a compress wrung out of cold 
water, and covered over with flannel and 
oiled silk. 




















Local spasm of any particular part of the 
colon may be removed in a few minutes by 
means of massage executed with great gentle- 
ness over the region affected. 

In France two mineral springs are recom- 
mended against muco-membranous enteritis. 
Plombiéres is considered by Dr. de Langenha- 
gen to be more efficacious in acute spasmodic 
varieties of the affection. It is a pretty little 
village, situated in a deep and narrow valley 
of the Vosges Mountains near the German 
frontier. The valley is so narrow in one 
place that at its bottom there is room for 
but one street, in which when a carriage 
passes the passers-by are obliged to step into 
the door-ways and shops. Plombiéres was a 
favorite resort of the late Emperor Napoleon 
III. The spring is used chiefly in baths. 

The second mineral spring, Chatelguyon, 
is in the center of France, and is considered 
by Dr. de Langenhagen as more especially 
suitable to torpid chronic forms of muco- 
membranous enteritis. 

As I have just returned from a visit to 
Chatelguyon I will say a few words about 
the place itself. 

In the very center of France, where lies 
Clermont-Ferrand, the capital of the depart- 
ment of the Puy-de-Déme, is to be found a 
volcanic mountainous region. Here are situ- 
ated several of the best known springs of 
France: Royat, at half an hour's walk to the 
west of Clermont-Ferrand; La Bourboule 
and the Mont-Dore, a few miles to the 
southwest; Vichy, to the northeast, on the 
other side of the fertile plain of the Limagne, 
which borders the River Allier, running north 
and south; and finally Chatelguyon, about 
fifteen miles north of Clermont-Ferrand. It is 
reached by a three-quarters-of-an-hour drive 
from Riom, a curious little town of about 
ten thousand inhabitants, one of the stations 
on the railway from Clermont-Ferrand to 
Paris. 

Chatelguyon, though so near to Clermont- 
Ferrand, is not situated in the really moun- 
tainous region, but just on the edge of the 
latter. The village is built at the bottom 
and on the sides of a small round hill, once 
topped by a castle, and on which a Calvary 
has been erected. It is situated at a height 
of 360 meters above the sea. Its waters, 
which are given by between twenty and thirty 
springs, contain as their principal salts mag- 
nesium chloride and iron carbonate. Their 
temperature varies from 27° to 35° C. (81° 
to 95° F.), and they are charged with car- 
bonic acid gas. Treatment is given by means 


CORRESPONDENCE. 








572 





of baths and by the internal administration 
of the water. The springs give two million 
liters in twenty-four hours, and such is the 
quantity of water available that the baths 
may be taken, if desired, in the water run- 
ning directly from the spring and escaping 
at once from the bath-tub. After a minute 
or two in the water the action of the carbonic 
acid gas upon the skin causes the latter to 
redden, while a slight burning sensation is 
felt. 

Chatelguyon is recommended in muco- 
membranous enteritis, in all forms of con- 
stipation, in chronic appendicitis, and in 
dilatation of the stomach. Anemia compli- 
cated by constipation in young girls is 
treated with success. It has been found 
useful in enteritis and diarrhea due to the 
tropics. In brief, atony of the digestive organs 
is its chief indication. 

The country to the back or west of Chatel- 
guyon is wild and curious. The old Auvergne 
villages are picturesquely dirty, and the hud- 
dling together of the stone houses, cattle and 
men together in the same building, with nar- 
row streets, is worth examining, and forms 2 
striking contrast to the hétel quarter of Cha- 
telguyon. 

In a walk I came across a man lightly 
ploughing with a wooden plough, tipped 
only with iron, and with but one long handle. 
Though not very old he told us that he 
could remember when it was the only vari- 
ety of plough used in the country. Now it 
was used only to turn over ground already 
ploughed. Nothing is more common than to 
meet some old peasant woman watching a 
cow feed by the roadside, while under one 
arm she carries a staff around which hemp is 
bound, and with the hand of the other arm 
she twirls the spindle, spinning thread which 
some local hand-loom weaver will make into 
coarse hempen cloth for household use. In 
another part of Auvergne, or rather in what 
is called the Haut-Limousin, I have seen the 
women so spinning, but carrying the hemp on 
the broad brim of their head-dress, as they 
walked along, herding a cow or a pig or two 
or some geese. 

This Haut-Limousin, which I visited some 
years ago, is not known to the tourist. It is 
a land of brooks and high mountains covered 
with gorse, where at the inn one may be 
served, as I once was, from a pear-tart 
measuring half a meter in diameter. 

Dr. Schreiber, assistant at the Clinic of 
Internal Medicine at the University of Gét- 
tingen, has recently proposed the substitution 
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of sodium permanganate for potassium per- 
manganate in cases of poisoning due to mor- 
phine or phosphorus. This he was led to do 
on account of the lesser toxicity of sodium 
permanganate. 

A series of experiments on dogs convinced 
him that the effect of sodium permanganate 
was as efficacious as that of the potassium 
salt. 

The following method of treatment is rec- 
ommended by Dr. Schreiber: The stomach 
should be first washed out with 2: 1000 solu- 
tion of sodium permanganate, after which 
one-half liter of the solution should be swal- 
lowed or introduced by means of the tube, 
and retained. 

When it is not possible to procure an ap- 
paratus for washing out the stomach, vomit- 
ing may be induced by a subcutaneous in- 
jection of apomorphine. This latter should, 
if possible, not be given by the mouth, in 
order to avoid counteracting the action of 
the sodium permanganate; in cases where 
the drug must thus be given, however, one- 
half liter of the sodium permanganate solu- 
tion should be first administered, followed by 
a second half liter, when the vomiting has 
ceased. 

Recent visitors to Paris must have noticed 
that the atmosphere, which used to be so 
clear, has become more and more smoky, 
owing to the increase in the number of fac- 
tories and in some quarters to the smoke 
given off from the electric light works. It 
has accordingly been decided that all per- 
sons causing thick or prolonged smoke in 
Paris must within six months take means to 
do away with its production, under penalty 
of being dealt with as a public nuisance. 

Dr. Deléarde, assistant professor at the 
Faculty of Medicine of Lille, has successfully 
treated five cases of painter’s colic by means 
of subcutaneous injection of normal saline 
solution. ‘The solution used was that recom- 
mended by Professor Hayem, of Paris; 
namely, sodium chloride 5 grammes, sodium 
sulphate 10 grammes, distilled and sterilized 
water one liter. In every case 500 cubic 
centimeters was injected, and in from 12 to 
48 hours diarrhea lasting from two to three 
days appeared. The pains ceased after the 
injection and previous to the appearance of 
the diarrhea. 

In all the cases treated in this way the sub- 
cutaneous injection of the solution seemed 
not to cause, as usual, a more abundant flow 
of urine, but to spend all its action upon the 
intestinal canal. The diarrhea due to the 
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treatment ceases in from two to three days 
without treatment. In every case the appe- 
tite was at once much improved. 


BERLIN LETTER. 





By JAMEs J. WALSH, M.D., PH.D. 





The most interesting thing in therapeutics 
in Berlin during this past month was Koch’s 
talk before the German Colonial Society on 
tropical malaria. In his experience of nearly 
two years in German East Africa, where ma- 
laria is very common, he found quinine an 
unfailing remedy for the disease; while a 
gramme (15% grains) a day was enough to 
completely protect the unacclimated against 
infection. He insisted that entirely too much 
quinine is administered in malarial regions 
and thinks that the dreaded “schwarz wasser 
fieber,” malarial hematuria, is always, not a 
symptom of a pernicious form of malaria, 
but of quinine intoxication. He never saw 
it in a case where he could absolutely ex- 
clude the possibility of its being due to 
quinine, that is, never saw it in a patient 
who had not taken the drug; and as the 
idiosyncrasies for quinine are by no means 
rare, and when they exist often render the 
patient extremely susceptible, he has become 
thoroughly persuaded of the quinine origin 
of the hematuria. 

Quite as surprising as this was his discus- 
sion of the possibility of the production of a 
serum immunity to the disease. There is 
here a question of an entirely different mi- 
crobe to’ those that cause diphtheria or 
tetanus, an animal, not a vegetable, parasite, 
so that the master’s declaration that the 
same laws as to the production of immuniza- 
tion probably apply here, as to the diseases 
caused by bacteria, is at least interesting. 
Koch has noted in the tropics that malaria 
in normally healthy individuals, even when 
entirely untreated, has a distinct tendency to 
be self-limited. The paroxysms of an attack 
become successively milder, and succeeding 
attacks have fewer paroxysms, and these are 
not so severe, until finally the individual 
acquires practical immunity, suffering but 
very slightly from malaria. Naturally, no 
one but those who have either had the dis- 
ease themselves, or are protected by heredity, 
escape the disease. The inhabitants of por- 
tions of the tropics where the disease does 
not exist—and there are some such places in 
German East Africa—suffer as severely from 
the disease when exposed to it as Europeans, 














though Koch has noted, and it is a tradition 
among the natives themselves, that after 
living in a malarial region for a while they 
do not suffer from the disease as before. 

Koch looks forward then to the probability 
of artificial immunity protecting against the 
disease and so making possible the coloniza- 
tion of the rich tropical regions now forbid- 
den to Europeans because of the disease. He 
considers the possibility of such immunity 
feasible even though we should know no 
more of the life history of the malarial para- 
site than we do at present, though he consid- 
ers, too, that the theory of the mosquito 
being the intermediate host of the hemato- 
zoon of Laveran is a very probable one and 
that further research along this line will give 
us the life history of the parasite. 

The treatment of other diseases where the 
microbic cause was unknown has become 
possible. The cattle plague for instance, to 
which Koch has devoted so much time during 
the last two years in South Africa without 
finding a definite bacteriological cause for it; 
whose microbium causas is possibly so small 
that his assistant, Dr. Kolbe, has just an- 
nounced that it is probably beyond the 
power of the microscope as at present con- 
structed to bring it into view, is no longer 
the dread destroyer that it was, since a pro- 
tective serum has been found for it. The 
cause of hydrophobia has always remained a 
mystery, but the treatment for it and that 
too by biological means has been found. 
This is, I believe, Professor Koch’s first 
public acknowledgement of the efficacy of 
the Pasteur treatment for hydrophobia. 

The finding of an immunizing serum for ma- 
laria, even with our present defective knowl- 
edge of its cause, Koch does not consider im- 
possible. The object is one eminently worthy 
of a patient investigator’s time and labor, 
for it would confer untold benefit on man- 
kind and open up rich but at present prac- 
tically uninhabitable regions to colonization 
and civilization. The end to be attained he 
considers a much more important one than 
polar exploration, to which so much time is 
devoted by enthusiastic discoverers and so 
much money by governments. 

At a recent meeting of the Berlin Medical 
Society Professor Silex, the ophthalmologist, 
treated the subject of atrophy of the optic 
nerve in tabes. In true tabetic atrophy he 
has never seen specific antisyphilitic treat- 
ment do good and he is sure that he has seen 
it do harm—that is, hasten the course of the 
disease when persisted in. A careful study of 
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some sixty cases has shown him that tabetic 
optic nerve atrophy is almost without excep- 
tion post-syphilitic, and he agrees with Erb 
as to the etiological connection at least indi- 
rectly of syphilis with the disease, but must 
say a word of warning as to syphilitic reme- 
dies; especially is the schmier kur (the rub- 
bing in of mercury into the skin—the usual 
specific treatment in Europe) liable to lead 
to rapid and complete loss of sight. 

Professor Silex thinks that he has found 
that a mild continuous electric current ap- 
plied to the temples produces good results. 
The progress of the disease is rendered 
slower, remissions occur oftener, and dur- 
ing the remissions distinct improvement of 
vision may be noted, as if the gentle elec- 
trical excitation of the unatrophied optic 
fibers led to a better fulfilment of their 
function and so sight was improved. Pro- 
fessors Oppenheim and Bernhardt agreed 
with him that the most satisfactory treatment 
was with the continuous current, and also as 
to the bad effects of mercurial treatment in 
these cases. Professor Oppenheim further 
dwelt on the symptomatic tabes which some- 
times develops directly from syphilis and 
which is often so hard to differentiate. At 
times only the therapeutic test of the favor- 
able reaction to antisyphilitic treatment ab- 
solutely assures the diagnosis. Yet the 
administration of specific remedies must 
not be begun unless there is something 
suspiciously atypical in the symptoms of a 
supposed tabes or in the course of the affec- 
tion, and must not be continued longer than 
a couple of weeks, or irreparable injury will 
be done. 

Professor Eulenberg discussed the treat- 
ment of neuralgia at a recent meeting of the 
Hufeland Medical Society, and there seems. 
to be two things that the more exact diag- 
nosis and observant therapeusis of the last 
few years have brought into prominence in 
the handling of this often so obstinate affec- 
tion. First, so-called neuralgia is in a great 
many cases really not a local peripheral 
nerve affection, but a central affection, not a 
neuralgia, but a psychalgia, for which the 
only hope of treatment lies in the betterment 
of the general condition of the patient, with 
the expectation that the functional psychical 
trouble will grow correspondingly less. Hence 
the frequent benefit obtained from suggestive 
influences; against the abuse of which, how- 
ever, Professor Eulenberg expressly warns 
and gives the striking example of a physician 
who, to relieve a constant neuralgic pain in 








574 


the neck, inserted an electrode into the eso- 
phagus and allowed several shocks to be 
given, with the deliberate purpose, so he told 
the patient, of killing the nerves that were 
giving the pain. He did stop the pain, but 
the patient now insisted that he was unable 
to swallow, the nerves of his esophagus 
having been killed; and the last condition 
was worse than the first. 

The other resource in many cases of neu- 
ralgia that obstinately resist treatment is a 
long course of massage. The properly di- 
rected excitation of peripheral nerves when 
not carried to the extent of fatigue seems to 
exert a tonic influence upon the whole neuron 
or set of neurons affected. 

A very interesting application of this prin- 
ciple of the tonic influence of peripheral 
nerve irritation is discussed by Dr. Lots in 
an article in the last number of Professor 
Leyden's Zeitschrift fiir Klinische Medicin. 
He uses especially two forms of mechanical 
cutaneous irritation. A rough sponge, or 
the spongy vegetable material known as 
Loofah, is used to produce, by gentle fric- 
tion at first and then as the patient grows 
used to it by harder rubbing, for ten to 
twenty minutes at a time, a state of cuta- 
neous hyperemia. Only a part of the body 
is uncovered and subjected to the process 
for the time being, so as to avoid chilling. 
His second method is walking barefooted over 
pebbles, #.c., little rounded stones about one 
centimeter (;4; inch) in diameter. This last 
is an excellent local remedy. for cold feet 
and consequent sleeplessness, and is said to 
be rather pleasant than otherwise for the pa- 
tients. These two sets of cutaneous irritation 
are claimed to give excellent results in habit- 
ual headache, and in the relief of that tired 
feeling and other general symptoms that ac- 
company neurasthenic conditions. 

In its inventor’s hands the method has also 
been successful in the treatment of that de- 
pressing condition for the physician, the ail- 
ing state that so often develops in precocious 
children, who have been allowed and encour- 
aged to do serious mental work when too 
young, and in whom there is seen want of 
appetite, restless sleep, vivid dreams, talking 
in their sleep, and night terrors. Cutaneous 
irritation has also proven of service in palpi- 
tation of the heart where it was evidently of 
nervous origin. Doubtless the effect of the 
method is mainly its suggestive influence, but 
anything that will do good in these unsatis- 
factory conditions cannot but be welcome to 
the practitioner. 
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REPORT OF AN ANOMALOUS CASE OF 
MORPHINE POISONING. 
To the Editor of the THERAPEUTIC GAZETTE. 

Sir: A. C. L., aged forty, had been suffer- 
ing from a lacerated wound of foot for two 
weeks. The wound at this time was in good 
condition, but somewhat painful. He was 
called for breakfast on the morning of June 
12 and appeared well, but declined to eat 
anything. About 8.30 a.m. he was heard, by 
some one in the next room, breathing heavily, 
and at 9.30 he was found apparently dying, 
and we were summoned. Dr. E. E. Horn, 
of this place, was also called. On arriving 
at 10 A.M. we found him lying on his back, 
mouth wide open, absolutely comatose. Pulse 
70, full and regular. Respiration typically 
Cheyne-Stokes, and stertorous, about 15 per 
minute. The skin was cool and moist, cya- 
nosed and mottled over chest and abdomen. 
The hands, feet and legs were cold. The 
throat, trachea and larger bronchi were 
filled with mucus, producing coarse, bubbling 
rales. The pupils were pin-point in charac- 
ter, equally contracted. No paralysis of any 
part of body was found; the muscles were 
completely relaxed. About one pint of urine 
was drawn, which was a little darker than 
normal in color. 

A diagnosis of opium poisoning was at 
once made, and partly confirmed by finding 
about eighty grains of morphine in his 
pocket. One-fiftieth grain of atropine, y, 
grain strychnine nitrate, and , grain nitro- 
glycerin were given hypodermically, and hot 
bottles placed about patient. Very little 
change was noticed after this. 

At 10.30 A.M. 75 grain atropine and ,; 
grain strychnine was administered. The pupils 
dilated to 3 m.m.; the respirations became 
more regular with less stertor, and less mucus 
was present in throat. The pulse was go; 
the feet and hands warm, and cyanosis less 
marked. At noon: five grains of potassium 
permanganate and one ounce of whiskey were 
given, but no change occurred. At 2 p.m. the 
pulse was 110 and somewhat irregular; after 
one-tenth grain strychnine nitrate was given 
it again became regular. At 4 P.M. we gave 
vis grain strychnine and ;, grain atropine. 
The pulse was now 130, the respirations 30. 
At 5 p.m. the pulse was 150, weak and irregu- 
lar. His breathing was becoming more shal- 
low, and the mucus was increasing in throat. 
The skin was more cyanosed. We gave tinc- 
ture of digitalis, 22 minims. At 5.45 P.M. death 
occurred with a single spasm of flexors of 
arm. 
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The heart beat one minute after respira- 
tion ceased. Artificial respiration was kept 
up thirty minutes after this with no signs of 
returning life. After the extremities became 
warm they remained so till some hours after 
death. Thirty-six hours after death the 
whole of right side and the external genitals 
became enormously distended with gas and 
much discolored. As all injections were 
made into the right side, and especially 
into the gluteal region, the question arises 
whether this had anything to do with the 
production of the gas. 

No attempt was made to evacuate the 
stomach either by the use of emetics or the 
stomach tube, firstly, because the morphine 
had been taken on an empty stomach and 
was probably all absorbed by this time; 
secondly, because of the deep coma, the 
spasmodic character of the breathing, and the 
large amount of mucus in the throat, in our 
opinion the use of either would have been 
attended with great danger of sudden death 
from asphyxia. 

At no time could the patient swallow; 
hence no antidotes could be used except 
those which could be administered hypo- 
dermically. 

Our diagnosis was based on: 

1. The bilateral equal contraction of the 
pupils. 

2. The deep coma and clammy skin with 
cold extremities. 

3. The fact that a large quantity of mor- 
phine (two drachms) had been purchased 
three days before by the patient, who was 
not addicted to the morphine habit, and a 
diminished quantity (80 grains) was found 
upon his person when~seen by us. 

4. The fact that large doses of atropine 
failed to produce any marked mydriasis. 

5. The absence of any paralysis which with 
the equally contracted pupils would exclude 
cerebral hemorrhage or embolism. 

6. The negative condition of urine with 
history of patient, which obviates the possi- 
bility of its having been uremic coma. 

Some of the remarkable features of this 
case are: 

1. The peculiar character of the breathing, 
at no time less than 15 per minute, increas- 
ing to 30 half an hour before death, and at 
first typically Cheyne-Stokes. From the lit- 
erature now accessible we are unable to find 
any instance of Cheyne-Stokes breathing in 
opium poisoning. 

2. The temporary dilatation of pupils after 
the administration of atropine, followed by 
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their contraction, although the use of atro- 
pine was continued. 

3. The great heat at surface of body con- 
tinuing till long after death. (We regret not 
having taken the temperature.) 

4. The early appearance of coma so pro- 
found that patient could not be aroused by 
any means. 

5. The distention of right side only, after 
death. Injury of foot was on left side. 

Our time was occupied so completely by 
our practise that we did not do a post- 
mortem, and as the coroner did not con- 
sider it necessary under the circumstances, 
none was done. 

Yours truly, 
Drs. BRADFORD & CoLcorD. 

AUSTIN, Pa. 


CASES OF INTUSSUSCEPTION. 


To the Editor of the THERAPEUTIC GAZETTE. 

Sir: I read with considerable interest your 
article on intussusception in the June number 
of the THERAPEUTIC GAZETTE, and regret that 
I did not know of your interest in this sub- 
ject, as I could have added two very inter- 
esting cases to your table of this extremely 
rare affection. My first case occurred in 
1888, and as I was then a young practitioner, 
having graduated from the University of 
Pennsylvania in 1885, and realizing the grav- 
ity of the affection, I did not assume to 
manage the case without assistance and 
therefore called in consultation one of Tren- 
ton’s most prominent physicians, Dr. Joseph 
Bodine, now deceased, who verified my diag- 
nosis of intestinal intussusception. 

The patient was a girl aged seven years, 
with a history of obstinate constipation. The 
symptoms were typical—sudden onset of 
pain, constipation, tumor in left iliac region, 
muco-sanguineous stools, vomiting, and sub- 
sequently great abdominal distention. The 
treatment was medical; no effort was made 
to replace the bowel. In about eight days 
after the onset of the trouble the child was 
seized with most intense abdominal pain, 
followed in about a half hour by a free evac- 
uation of the bowels. The stool contained a 
mass of sloughing intestine about three inches 
in length. The convalescence was protracted. 
There was for some time pain and tenderness 
on pressure over the abdomen, with alterna- 
ting constipation and diarrhea, the stools con- 
taining a considerable quantity of mucus 
tinged with blood. Eventually, however, 
she entirely recovered, apparently without 
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stricture of the intestine. She is now a 
strong and vigorous girl, and singular as it 
may appear, since the attack the bowels have 
been regular. 

My second case I had quite recently. On 
May 5, 1898, I was requested by Dr. James 
Cooper, of Trenton, to see with him a case 
of intestinal obstruction in a boy aged five 
years, with history of obstinate constipation 
since birth. On April 30, while playing on 
the floor, he suddenly complained of severe 
pain in his abdomen; during the night he had 
a small fecal movement. From that time 
until I saw him the symptoms were typical. 
Tenesmus, vomiting, bloody stools and con- 
stipation were present. Upon examination I 
found the abdomen greatly distended and 
extremely sensitive, so that I could not make 
out the tumor. His pulse was 128, small and 
compressible, respiration 40, and temperature 
99°. He had fecal vomiting at frequent in- 
tervals. I did not unnecessarily distress the 
child by examining through the rectum, al- 
though had I done so I am sure from the 
position of the tumor I should have been 
able to feel it. My diagnosis, based entirely 
upon the history, was that of intussusception, 
and I informed the family that the child 
would within a few hours die; but at their 
urgent request and with a clear understand- 
ing that the boy would in all probability die 
under the operation, I consented to open the 
abdomen. I had the child removed at once 
to Mercer Hospital, Trenton, and within an 
hour opened the abdomen, and found low 
down in the pelvis on the left side, close 
to the sigmoid, a portion of small intestine 
invaginated for about five inches; near the 
constriction were numerous ulcerated spots 
and beginning gangrene. The bowel was 
firmly adherent and could not be drawn 
back. Above the constriction the intestines 
were intensely red and greatly distended. At 
this stage of the operation the child began 
to sink rapidly, and without further effort to 
repair the bowel the abdomen was closed. 
In about fifteen minutes the child died. 
After death I removed the specimen. 

Very truly yours, 
JoserH B. SHaw. 

TRENTON, N. J. 


APOCYNUM CANNABINUM AGAIN. 


To the Editor of the THERAPEUTIC GAZETTE. 

Sir: Referring to the alleged utility of 
Apocynum Cannabinum in dropsy, I beg to 
say that I have used the drug in the form 
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of fluid extract in three patients, two of 
whom were suffering from cardiac dropsy 
and the third with hepatic dropsy. In neither 
case did it do any good, but, alas, in one re- 
sulted in dangerous cardiac poisoning, and 
for eight hours I was not sure that the pa- 
tient (a woman of twenty-eight years) would 
live a half-hour. A medical friend of mine 
used the drug in two cases, but without any 
benefit accruing therefrom. 

In a medical journal I see a Cincinnati 
physician reports its use in a case of dropsy 
with edema of the feet. He reduced the 
dropsy, he says, but about that time the 
patient died from “nose-bleed.” His case 
reminds me of the Irishman who determined 
to teach his horse to live without food. He 
complained afterwards that about the time 
when the “baist” was trained to live without 
“ateing,” it died. 

Yours truly, 
M. C, Jennincs, M.D. 


CHICAGO, ILL. 


To the Editor of the THERAPEUTIC GAZETTE. 


Sir: I have before me your current issue 
and have noted Dr. Dabney’s claim to the 
discovery of Apocynum, and that his use 
of the drug and his article on the subject 


runneth back to a period of “nearly twenty 
years ago.” I have before me, also, a copy 
of “ The American Eclectic Dispensary,” pub- 
lished by John King, M.D., of Cincinnati, 
and dated 1855, which says, speaking of 
Apocynum: “As a hydragogue cathartic, 
and also as a diuretic, in those instances 
where this effect is displayed, it has been 
found most useful in dropsy.” Apocynum 
has for more than Half a century, while yet 
Dr. Dabney was in his swaddling accessories, 
been a strong item in the treatment ‘of 
“dropsy” by eclectic practitioners. Person- 
ally I am a regular practitioner, but I like 
to see the proper hat hung on the right peg. 
Yours truly, 
Henry M., Cowen, M.D. 


MT. STERLING, ILL. 


THE ADDRESS IN OBSTETRICS. 
To the Editor of the THERAPEUTIC GAZETTE. 

Sir: In the Address in Obstetrics, June 
number, page 386, the printer has used the 
word “peritoneum.” Obviously it should be 
“perineum,” as it was written in the MS. 


Very truly, 
A. S. TOWLER. 


MARIENVILLE, PA. 
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